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A CLINICAL LECTURE 

ON 

ANEURYSM OF THE ARCH OF 
THE AORTA. 


Delivered at Guy’s Hospital, March 2, 1895, 

By J. F. GOODHART, M.D., F.R.O.P., 
Physician to the Hospital. 


Gentlemen, —I have taken as the subject of 
to-day’s lecture a case of aneurysm of the arch 
of the aorta. I will first of all read from Mr. 
Partridge’s report, and then we will go into details. 
There is nothing particularly striking about the 
case; it is a good ordinary instance of the disease, 
and affords me an opportunity of saying some¬ 
thing about the treatment of such cases. 

The patient is a woman of 36 years of age. As 
regards family history, her father suffered from 
rheumatic gout, and died from heart disease. That 
fact might have some meaning as regards the cause 
of the disease, but I do not think it has very much. 
At the age of 20 she married, and a year after her 
marriage she had some vaginal discharge, on 
account of which she saw her doctor, who gave 
her medicine. A year later she had red spots on 
her chest, arms, and forehead, and ever since then 
she has been liable to ulcerated throat. She has 
no family. Her husband had sores on the legs 
about the same time as she had her rash. A year 
ago she noticed a swelling to the right of the 
upper part of the sternum. She had felt pain in 
this part before. She saw a doctor, and was given 
medicine, dieted, and told to drink very little. 
The tumour pulsated much more than it does now, 
and was much larger, standing out from the surface 
of the chest considerably, so that the patient could 
see it plainly in the glass. The impulse is forcible 
and heaving, and is in the left fifth space, half an 
inch outside the nipple; it is somewhat diffused, 
both external and internal to this point. The 
aneurysm can be felt in the first right space, and 
extends above the right clavicle, and above the 
sternum. The left pulse is stronger than the right. 
There is a systolic murmur over the aneurysmal 
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swelling, and a diastolic murmur, which is heard 
very plainly down the sternum and generally over 
the precordial area. In the abdomen, an inch to 
the left of the median line, there is pulsation and a 
murmur which can be heard on deep pressure with 
the stethoscope, which facts seem to justify a 
suspicion that there is aneurysm there also. But 
these signs may possibly be due to pressure from 
the front, and not to any actual disease. It is well 
to remember that two or more separate aneurysms 
may exist in one individual, so that writers have 
talked of an aneurysmal diathesis, although I think 
the term a mistaken one. 

The patient has been put on full solid diet, her 
fluids being limited to a pint. She is taking 
iodide of potassium and nux vomica, and keeping 
her bowels clear. 

Now, I have selected this case for lecture be¬ 
cause of the sex of the patient, because she has 
had syphilis, and because I want to say something 
about the treatment of aneurysm, but there are 
other points to which I may allude in the course 
of the case, and we may take first of all the age of 
the patient. I thinlytere is a sort of idea abroad 
that aneurysm is a diseas) of old people; but, 
practically that is not so ; aneurysm is really a 
disease of the prime of life. One is inclined to 
associate aneurysm with old age because at that 
time atheroi^|£k more commonly met with; but 
there are two v^peties of atheroma, the soft and 
the calcareous; and while the latter is seen most in 
the old, the soft kind is generally to be seen in 
young people. Therefore, you must never be 
surprised to find an aneug|Sm of the aorta in persons 
so young, say, as five-and-^enty years of age. 

In all cases of aneurySm in young people, you 
will find the aorta soft and grey and much diseased, 
and the arch is usually very much deformed. That 
is worth bearing in mind, because I think it goes 
to show that the condition is one of inflammation, 
and that is a pathological point which has been 
considerably discussed, namely, what the real 
nature of atheroma is. If you examine sections 
under the microscope, you will not find it so easy 
to be sure of what is the actual change with which 
you are dealing. There is a very beautiful draw¬ 
ing in our postmortem room which shows very 
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truthfully the condition which is found in atheroma, 
and although you will find that it is a cellular pro¬ 
liferation, you will find no such free nuclear increase, 
such as there is in most other parts; and thus it is 
that some have held the disease to be more dege¬ 
nerative than inflammatory. Additional evidence 
as to its nature is therefore not unwelcome, and 
one bit, it seems to me, is supplied by the clinical 
fact that an acute deforming change, such as this, 
takes place in young people when the purely 
degenerative changes are uncommon, and perhaps 
from this we may derive confirmation of another 
important fact in pathology, viz., that the results of 
inflammation differ in particular organs; inflamma¬ 
tion in one organ is not the same as inflammation 
in another. It is a point worth insisting upon, 
because you come across certain conditions in 
which, if you do not allow for a certain amount of 
variability in the form of inflammation, you will 
have some difficulty in arriving at the nature of 
the disease. In acute desquamative nephritis, it is 
difficult to find much that is certainly inflammatory, 
while there is much that is fatty or degenerative; 
yet the disease is rightly looked upon as essentially 
an acute nephritis. 

Now, let us consider the question of sex. First 
of all let me take the common cause of aneurysm, 
namely, strain. I always like to allude to strain in 
this matter, because to^ certain extent it seems 
to me to deal a blcnP gainst a very common 
saying which one hears now—that “work never 
kills.” Here is a case in i^Rh work probably 
does kill. It is a question of wha^jmu mean by 
work. Moderate physiological worlWh any organ 
or tissue is of course necessary KTkeep it in good 
order. But if you overwork a tissue—which you 
may easily do—and do not allow the necessary 
time for the tissue to recuperate, you are very 
likely to lead to disease. Therefore it would 
appear that a man wh& does an incessant amount 
of work which drags upon his chest walls, thereby 
produces an atheromatous condition in the aorta, 
and from that follows aneurysm. Therefore in such 
an occupation as that of a lighterman—the con¬ 
stant propulsion of heavy barges—there is a great 
tendency to the production of this disease. This 
is an important fact. In the same way soldiers 
are, or were, supposed to suffer from this disease, 
owing to the heavy knapsacks which were put 
upon them. Such an explanation is quite physio¬ 
logical. But women are not those who have much 
mechanical strain; they work hard, but their work 


is not usually of a kind to produce aneurysm, and 
therefore aneurysm due to this cause, and indeed 
aneurysm as a disease, whatever due to, is rare in 
women. 

Again, the abuse of alcohol is supposed to have 
some power in the production of aneurysm; as a 
matter of fact it is impossible to get any evidence 
of it All one knows is that alcohol, when taken 
in deleterious quantities, is a drug which tends to 
produce various changes in the tissues of an in¬ 
flammatory nature, and so very likely may lead to 
disease of the aorta; but the belief that it does so 
is inferential only—we have no actual knowledge 
of whether it be so or not. 

Then we come to syphilis. Here also it is very 
difficult to say in a particular case,“ Here is an 
aneurysm produced by syphilis.” If you look over 
the evidence in favour of it, you will find it is 
difficult to get any very certain information, except 
in the one class of cases I am going to speak about 
directly. I do not myself doubt that syphilis is 
a very important element in the production of 
aneurysm. But I draw my argument very largely 
from the fact which is illustrated by this particular 
case; and that is, when aneurysm occurs in a 
woman—an uncommon thing—I may say, in all 
cases, there is to be obtained a very fair history of 
syphilis. I have seen several such cases, and there 
has been no exception to this. Aneurysm is not a 
disease of women at all; they are not subject to 
the strain which men are. Therefore, when a case 
of a nervous woman with pulsating abdominal 
aorta comes before you, the question of aneurysm 
should hardly enter your mind. Where you have 
a doubt, keep syphilis well in mind. If you are 
able to exclude syphilis, it is extremely unlikely 
that the ailment is aneurysm. I do not see my 
way to get round that fact. Following this up, I 
doubt if this association of aneurysm and syphilis 
in women can be explained away ; and if not, then 
it must apply to men also, and I believe that 
where you get people of the better classes suffer¬ 
ing from aneurysm (in most of whom the question 
of strain can be eliminated) you find that syphilis 
has pre-existed. And I do not doubt that, as 
others have contended, the influence of syphilis 
also accounts very largely for the frequency of the 
disease in the army. 

No doubt many other things have to be taken 
into consideration in particular cases. I have made 
a note, for instance, of acute rheumatism as an 

occasional cause of aneurysm ; but that is not at 
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all common. I only know one case where it 
appeared that it might be the cause. That is why 
I alluded to the fact mentioned in the report, that 
the father suffered from acute rheumatism and 
heart disease. That points to a rheumatic tendency 
in the patient. Some would say this is an important 
point, while others would say it was trivial. I do 
not emphasize it, and I would point out that there 
is no evidence of rheumatism in the patient except 
subsequently to the aneurysm. The only case I 
know bearing on this was a young man who was 
in the hospital some years ago. He was supposed 
to be suffering from aortic valvular disease. So he 
was. When he died it was found that the cause of 
death was an atheromatous condition. He had, 
just above the aortic valves, a considerable sized 
sacculated aneurysm, pouching into the pericardial 
portion. There was a history of rheumatism, but 
none that I remember of syphilis. It seems 
reasonable to suppose that in that particular case 
the usual manifestation of rheumatism had occurred, 
viz., inflammation of the valves, and the disease, 
spreading to the adjacent part, led to the weakening 
of the wall of the aorta and to the production of 
aneurysm. There is another cause which may be 
considered as allied to this, viz., the production of 
aneurysm by fungating vegetations in cases of 
ulcerative endocarditis. I do not say this is very 
common. When ulcerative endocarditis occurs it 
is usually fatal at no very distant date, and it is 
seldom that the exact conditions concur that could 
produce a local disease in the aorta. There would 
be the formation of a large mass of vegetation on 
the aortic valves, either pendulous so as to allow 
of their floating up and down in the blood streams; 
or, if fixed, abutting upon the aorta by continued 
growth, and which by infection might produce an 
ulcer. Whether it is a case of friction, or whether 
it is a case of infection of a healthy part by a 
diseased vegetation one cannot know. Certain it 
is that the contiguity of a healthy part to a 
diseased part will cause the involvement of the 
healthy part So the vegetations bulging upwards 
in the stream may lead to inflammation of the coat 
of the vessel, and so cause aneurysm. In the case 
of this young man, then the disease might have 
been a relic of previous ulcerative endocarditis. 

I must now say a word about the symptoms of 
aneurysm of the arch of the aorta. They depend, 
of course, upon its position. I am going to lay 
rather a stress on that point, because it is important. 
In the ascending arch on the right the aorta turns 


forward, and looks rather towards the anterior wall 
of the chest, and it may be that the pumping puts 
undue strain upon that part of the vessel, and 
dilates it more than the remainder. At any rate, 
in this part of the ascending arch the tumour tends 
to occur in the outer wall of the vessel, and so to 
pouch forwards. The tumour then looks away 
from the important structures in the thorax, and 
erodes the anterior wall of the thorax. It is found, 
therefore, that although there may be much pain 
in these cases from the erosion of the ribs the 
growth of the sac is practically unlimited. The 
import of this is that the progress of the case may 
be very slow and the patient live several years. 
Eventually if of large size the right lung will 
necessarily suffer some pressure. But these are 
the cases which before this time arrives produce 
these huge tumours. (There is one in the museum 
as big as one’s head; it occupied the whole of the 
right chest.) The risks of such a case as that are, 
I take it, rather different from the risks of aneurysm 
on the left side, which I shall talk about directly. 
The risks are, first of all, that they ulcerate through 
the bone, and tend to produce soreness of the skin, 
though, happily, not for a very long time. My 
impression is that the risk of aneurysm in that 
particular region is more than one of rupture; it 
may rupture internally, but I think some of these 
cases die worn out a mi anaemic. If a man gets a 
huge sac in his chest, ft^nmunicating with the 
aorta, capable of holding two or three pints of 
fluid blood, that blood must be taken from the 
circulation, an^|^ess the individual makes blood 
very rapidly, his viscera must become bloodless, 
and he get feelBand exhausted. 

On the left side, of course, the risks are different, 
and there the effect the tumour is more likely to pro¬ 
duce is that of laryngeal paralysis, or of some pres¬ 
sure on the trachea. A favourite seat of an aneurysm 
is just where the aorta tun* over the left bronchus, 
where it almost necessarily presses on the left 
bronchus. There is also risk of ulceration of the 
trachea. In that case the sac may open into the 
windpipe; there may be a sudden gush of blood; 
and the patient is dead at once. 

Another point that may be mentioned is the 
effect of pressure on the left bronchus. There is 
not much risk of pressure on the other side, though, 
when, as I have said, the tumour gets huge, there 
must be some pressure there. From this pressure 
definite changes result, which have fairly been 
called destructive pneumonia. That is a very 
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definite risk of aneurysm in the left side of the 
chest, and you ought to be very well aware of it. 
It is extremely interesting in two ways: first, in its 
mode of production. It is supposed that the 
pressure on the bronchus leads to the gradual ex¬ 
clusion of the air in the lungs by forcible expira¬ 
tion, and as a result of that the lung gets collapsed, 
mucus collects in the tubes, the bronchial tubes 
dilate, and as a result of the collection of mucus 
some ulceration takes place. There are probably 
other causes which lead to the same thing, or 
rather tend to intensify it. One of them is the 
infective power of inflammatory products, and very 
often an ulcer in the bronchus takes place at the 
seat of the aneurysm from the pressure. Some 
have thought that the disease is due to nerve pres¬ 
sure. This condition is very difficult to diagnose. 

I always like to have an opportunity to insist, 
with reference to diseases of the lungs, that diag¬ 
nosis of disease in these organs cannot be made 
unless the conditions are such that air is allowed 
to pass in and out of them. This applies to 
pneumonia, to phthisis, to bronchitis, or any 
other diseases. If the tubes are plugged or 
blocked up, there may be an amount of disease 
present in them of which you have no idea. 
Never be confident about what you are dealing 
with in cases of phthisis until you have examined 
the case two or three times^Constantly I am told 
that there is evidence oftMH|^Afene particular 
spot. I say, “ I cannot heaq^^^Bfer. I do not 
say it does not exist, the tubesfl^be blocked, or 
at least for some cause very lM^ir is entering.” 
Maybe until your examinatioril^^BBB 1 repeated 
many times you cannot put yoflBnger on any 
particular spot and say tl^fl^Misease is there. 
And this is very true of fte de^Hftve pneumonia, 
which is a result of pressure Jp a bronchus. It 
is a common result of wch fitssure; but it is 
often, I believe felt to be sure of 

its existence from physical signs. 

Being concerned with aneurysms of the aortic 
arch, I will just mention a group of cases where 
the disease affects the intra-pericardial part of the 
aorta. Bear in mind that atheroma of the aorta 
is usually a general affection of the arch. At 
the same time, special dilatations have special 
risks, and those that occur within the pericardium 
seldom reach any large size before either rupturing 
into the pericardium or into the pulmonary artery. 
It is therefore of great importance to make a 
diagnosis early, and this may sometimes be done 


by paying attention to one or two points. If you 
are on the look out for aneurysms in this particular 
region, I would call your attention to two possible 
occurrences: one is that these aneurysms some¬ 
times produce a peculiarly harsh double rasping 
murmur, which is, I think, characteristic. Several 
times I have made a diagnosis of this affection of 
this portion of the arch. Descriptions of sounds 
are rarely of much use, but I may say this, that 
the bruit is unusually harsh, it is not crisply 
systolic or diastolic, there is something anomalous 
about it, judged by ordinary standards; and it is 
certainly unlike either a pericardial friction sound 
or a double aortic murmur. Another point is that 
this particular region is closely related to the pul¬ 
monary artery, and it is very common indeed for 
pressure to lead to inflammation of the pulmonary 
artery, and cause adhesion of the valves. Very 
often it may lead to the formation of a communica¬ 
tion between aorta and pulmonary artery, and 
so either partially arrest the one stream or fuse 
them both into one. Thus in a doubtful case you 
may perhaps get sudden evidence of extreme pul¬ 
monary distress coming on, which tends to suggest 
what has happened in these cases. They are 
dangerous cases, and they do not usually live very 
long. It is therefore well worth while to pay 
special attention to little matters of diagnosis. 

And now for a few words on treatment. The 
treatment of aneurysm of the arch of the aorta is 
based on the results of the treatment of surgical 
aneurysm—that is, aneurysm of the extremities. 
IiMhese we know that if the sac can be filled with 
dot the disease is cured. That also is the 
assumption one starts with for treating aneurysm 
of the aorta, but the conditions are exceedingly 
different, and the desired result is far less readily 
accomplished. In the extremities, the disease is 
,vqjy often local; other parts of the blood vessels 
may be healthy, and it does not follow that the 
patient, because he has one aneurysm, has any 
general arterial disease. Again, in the extremities, 
the aneurysm is very frequently sacculated,— 
another very important point. Further, in the 
r .^extremities, you can control the direct current 
absolutely; you can tie your vessel, and the blood 
can be made to run so slowly that coagulation is 
fairly certain. But in the aorta the matter is 
altogether different. You will hear of people 
i suffering, it is true, with, for example, innominate 
| aneurysm, this seeming to convey the idea that the 
; disease is local. But it is extremely rare that 
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disease so near to the aortic arch is a local disease; 
the disease is a general one, involving the whole 
arch, and that constitutes the difficulty of treating 
it For widespread disease implies more or less 
general dilatation; therefore, the shape of the sac is, 
generally speaking, more or less fusiform, though 
often there are deeply sacculated portions. Add 
to this, that by no means at our disposal, hitherto, 
is any effective control of the flow of blood through 
the sac possible, and it is obvious that the condi¬ 
tions are unfavourable for effecting complete cure. 
Cure of aortic aneurysm is one of the rarest things 
possible. 

Others hold a different opinion as to cure of 
aneurysms of the arch of the aorta. I am sorry to 
be unable to accept their view. It is nice to tell 
the patient he will be cured in so many months if 
he carries out this or that line of treatment. It 
gives the physician a greater power of dealing with 
his patient, and, unquestionably, if it is a fact, it is 
better that you should have the greatest belief in 
the means you are going to employ, otherwise they 
are unlikely to be energetically carried out. But, 
then, on the other hand, one must always consider 
that rigorous measures, unless they are certainly 
beneficial, may do harm rather than good. I 
believe that this has been not infrequently so with 
aneurysm. 

It seems to me that the reasonable teaching is 
to insist that the disease is practically incurable. 
Cures are so exceedingly rare, that it is not worth 
while to carry out any rigorous treatment with that 
object in view. But my meaning will be the 
clearer for dealing with actual details. Our aim 
should be to slow the circulation in any way that 
is possible, and by that means to promote coagu¬ 
lation in the sac; and the usual method adopted 
goes by the name of the “Jolliffe Tufnell treat¬ 
ment” This plan is said to have been very 
successful with aneurysms; and no doubt it has, 
but not, I venture to assert, in effecting the cure of 
aneurysms of the aorta. By this plan the patient 
is put to bed, and his food is limited to 10 ounces 
of solids and 8 ounces of fluids per day. The 
reason for this is the reduction in the volume of 
blood. Then iodide of potassium is given to 
reduce the blood pressure, and (as some think, 
though I do not) to promote coagulation. Blood 
is drawn off occasionally also, with a view to 
assisting coagulation; though of the efficacy of 
this means I am also in doubt, or rather, I may 
say, in a state of unbelief. 


Now, I repeat, if these things offer a chance of 
cure to the patient there is an end of the matter, 
and they must be pursued severely until the cure 

is complete, or - Yes! that “ or n is the vital 

point. Can you suddenly completely alter a man’s 
mode of life, keep him absolutely on his back in 
bed for ten or twelve months, as I have known ; 
shrivel a man up to his bones by starvation, as I 
have also seen, without risks in other directions ? 
One who does not expect to cure will be moderate 
in the employment of extreme measures. What, 
then, are we to do? There is no doubt about 
the benefit of putting the patient to bed, but to 
keep him there for long periods of many months 
is, in my opinion, an abuse of this valuable means, 
and you will find the patient in the post-mortem 
room at the end of it. Iodide of potassium 
internally is also unquestionably most useful; it 
tends to relieve the pain; it relieves tension, and 
thus does something to make for coagulation. 

As regards diet, my own feeling is that you 
should control the fluids; I think that is a wise 
thing to do, but not to such an extent as to make 
the patient uncomfortable. Keep the fluid down 
to a pint; if less will satisfy without discomfort, 
give less. Give a generous amount of solids; this, 
I consider, is physiological. I do not myself see 
how the starving of people is going to promote 
coagulation. It is perfectly true that on examining 
the bodies of patients who are extremely emaciated 
on account of long illness, a few clots will be 
found in their prostatic plexus, but it is poor stuff, 
and a cure of aneurysm from any such process as 
that is very unlikely. 

Thrombosis would appear to be most ready in 
the healthy and fully-blooded, who come to bed by 
accident or operation, and particularly if the injury 
be associated with fever; but facts of this sort are 
not available in the case before us. 

The administration of fats is another means 
that may have some influence in favouring coagu¬ 
lation. The late Dr. Wooldridge thought so as the 
result of his work. I have tried it often, but with¬ 
out any obvious benefit; and, as regards better¬ 
ment, one ought to say that as concerns aneurysm 
our conclusions are often arrived at from most 
questionable data. For instance, the diminution 
of pulsation in, and hardening of, the sac are taken 
to mean improvement. If you send the patient 
out of the hospital at the end of six weeks or so, 
you may get a favourable impression of the treat¬ 
ment of aneurysm, but if you keep him longer, and 
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watch him, you can hardly tell whether qua cure 
he is better or not. The pulsation may be 
diminished one day, and from that it might be 
concluded that the treatment had done good, but 
the next day the pulsation may be greater than 
ever; due, no doubt, to numberless slight causes 
impossible to appreciate. Hardening of the sac is 
also deceptive. I have seen cases in which such 
hardening was distinctly noticeable, yet in the 
]>ost-mortem room hardly any clot was to be found. 
To add to these difficulties it is not uncommon for 
a sac to be curing in one direction, perhaps under 
our finger, and extending in another that we have 
no idea of. 

Take it then altogether, our power over the 
treatment of aneurysm of the arch of the aorta is 
not an easy question to settle, and, therefore, I 
would direct your attention in concluding to one 
other very important question, viz., what is the 
natural history of aneurysm? If you leave an 
aneurysm alone, what happens? I always lay 
great emphasis on the fact that one never knows 
how long the disease will last before death super¬ 
venes. Life may be prolonged to three or four 
years, and probably much longer in occasional 
cases. Can more be got out of rigorous treatment ? 
I doubt if any large proportion of the cases will 
live so long under severe measures. 

To sum up: aneurysms of the aortic arch are 
practically incurable, and subjects of that disease 
must be considered, as are the subjects of aortic 
regurgitation, only perhaps more so, as chronic 
invalids. For permanent relief let the patient do 
something to moderate the quantity of fluid taken, 
but let the solids be fairly generous, and the fatty 
elements as abundant as may be. I often give 
such patients free doses of olive oil or cod-liver oil 
daily. Drugs are to be given upon occasion—not 
in any routine and long-continued manner. There 
are no drugs that have any known direct effect in 
producing clotting in an aneurysmal sac. You 
cannot take any particular remedy and say this has 
cured the disease; but if the patient is suffering 
pain, and the pulse is hard, then is the time to 
give iodide of potassium. If the pain is very 
intense, as in the case of the poor woman now in 
the ward, whose aneurysm is working its way in a 
given direction, then is the time to put the patient 
to bed, and keep him there for a time. My own 
feeling is, that six or eight weeks is, in most cases, 
long enough. For the rest it is my conviction 
that by letting patients go about light duties their 


lives are made happier and more comfortable, and 
there is no evidence to show that they die any more 
quickly. I have already said that I think it is 
sometimes the other way about. 


A CLINICAL LECTURE 

ON 

SOME POINTS CONNECTED WITH 
HERNIA. 

Delivered at St. George’s Hospital, Mar. 19, 1893, by 

WILLIAM H. BENNETT, F.R.O.S., 

Surgeon to the Hospital, and Examiner in Surgery at the 
University of Cambridge. 


Gentlemen, —I have recently operated, in the 
hospital, upon two cases for the radical cure of 
hernia in women; each of these cases presents 
certain points of interest which are, I think, suffi¬ 
ciently instructive to make them worthy of your 
attention. One was a case of inguinal hernia and 
the other was a femoral rupture. Inguinal hernia 
in women, as you know well enough, is not very 
common, and when it occurs it is always in¬ 
teresting. 

The first of the cases I refer to is a girl, now in 
the Wright’s Ward. She is 20 years of age. She 
had noticed for seven or eight months before she 
came to the hospital an uncomfortable swelling in 
the right groin. One of the characteristics of the 
pain about this swelling—and this is a point upon 
which I wish particularly to insist—was that it im¬ 
mensely increased at the menstrual period; and it 
was mainly on account of this increased pain at 
menstrua] times that she came to the hospital to 
seek relief. Upon examining the tumour, I found 
that it was a rounded lump, about the size of a 
pigeon’s egg, easily reducible, in fact so easily re¬ 
ducible that it almost disappeared of its own accord 
when the patient lay on her back. The moment she 
assumed the erect position it filled again, present¬ 
ing the shape and size I have just mentioned. It 
was clearly a case of inguinal hernia, so-called, in 
a woman. These cases of so-called inguinal hernia 
in young women are not by any means so un¬ 
common as many people suppose, they are always 
congenital, and there is one peculiarity about them, 
viz., that they never, so far as I know, contain gut 

That is a very important Dfipt Therefore, they 
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are not so serious as an inguinal hernia may be in 
older women, in which gut may form the whole or 
a portion of the sac contents, but cases of inguinal 
hernia of this latter kind are rare. I have seen 
many of these hernias in young women, and I 
have operated upon a number of them also, but 
I have never found a piece of gut in any one of 
them. It is sometimes said, and the statement is 
perfectly true, that the ovary occupies the sac of 
some of these inguinal herniae in young people. The 
ovary, however, very rarely at all forms any part of 
the contents of the sac. In a very considerable 
txperience of these cases, I have only seen three 
instances in which I could be sure that the ovary 
occupied the sac of the hernia ; and I could only 
be certain in those cases because I saw the organ 
in situ when I laid open the sac in operating 
upon the cases in order to do away with the dis¬ 
comfort from which the patients were suffering. 

For diagnostic purposes a great deal of import - 
ance is often attributed in these cases to increase 
of pain and swelling in the hernia at the menstrual 
period, when the tumour becomes also tense and 
tender. Such symptoms are not uncommonly 
supposed to be almost proof positive that the 
ovary is in the sac, because the pain and tender¬ 
ness about the hernia is increased at the menstrual 
epoch. That idea is a pure fallacy. This girl had 
all the symptoms which would lead one to suppose 
that the ovary occupied the sac. She had extreme 
tenderness at the menstrual time, the discomfort 
was greater, and the hernia became very tense; 
yet when we came to operate, the shape of the sac 
was found to be such that it was impossible, under 
any circumstances, that the ovary could have got 
into it, because the opening between the sac itself 
and the abdominal cavity was so small that it could 
not by any possibility have admitted the ovary at 
all. This shows perfectly clearly that all the 
symptoms of increased tension, tenderness, and 
pain about the menstrual epoch, in these cases of 
inguinal hernia in young people, may be present 
without the ovary occupying the sac, and indeed 
without there being anything in the sac at all 
excepting fluid. 

We now come to another point. In this class of 
hernia, symptoms indistinguishable from strangula¬ 
tion will sometimes happen, even to the point of 
vomiting, although there may be nothing in the 
sac but fluid. That is an extremely interesting 
fact, and it seems at first sight a curious thing 
that the mere distension of the sac by fluid should 


give rise to symptoms at all resembling strangula¬ 
tion of the gut. The symptoms are pain, loss 
. of impulse, increased tension, constipation, and 
vomiting, and they may all occur, exactly as they 
do in a case of strangulation proper. These 
symptoms, if they should supervene, almost al¬ 
ways come on about the time of the menstrual 
epoch, a fact which suggests an explanation of their 
occurrence. The irritation caused in certain parts 
by the changes occurring about the menstrual 
period I need not go into here, beyond reminding 
you that it leads to excessive sensitiveness in them. 
The sacs of these hernias which are invariably 
the result of imperfect obliteration of the funi¬ 
cular process, pass down into the labium, and so 
they lie in a part which is over-sensitive and over- 
sympathetic at the particular time of the menstrual 
crisis. It is therefore not remarkable that a struc¬ 
ture like the hernial sac in these cases, intimately 
connected as it is with a portion of the external 
genital apparatus, should participate in the hyper¬ 
sensitiveness which affects those parts at the cata¬ 
menial period. 

As I said just now, we found nothing in the sac 
beyond a little fluid; the sac, in fact, was almost 
empty, because, in consequence of the patient 
having been lying on her back for some days, 
nearly all the fluid had trickled back into the belly. 
The communication between the sac and the 
general peritoneum was so small that it only ad¬ 
mitted a probe. If the sac became distended 
overmuch, as it would naturally do after the 
patient had been walking or standing about very 
long, the neck of the sac became considerably 
stretched, and so there was a dragging upon the 
parts around the internal abdominal ring and in¬ 
guinal canal, which are closely connected with the 
uterine arrangements by means of the round liga¬ 
ment. There is, therefore, sometimes, in these 
cases, a tendency to cause irritation and over¬ 
sensitiveness about the uterine organs, quite apart 
from the curious exacerbation in the symptoms 
which takes place at the menstrual times. 

The points then which I wish particularly to 
impress upon you are these: first of all, that in 
young women who have inguinal hernia there never 
is any gut in the sac, although there may be a 
piece of omentum, and there may, in rare cases, 
be the ovary. Secondly, that the occurrence of 
pain, tenderness, increased tension and swelling in 
the tumour at the menstrual epoch is no evidence 
whatever that the ovary occupies the sac, the only 
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positive evidence of the existence of that organ 
in the sac is afforded by the fact of its being found 
in situ when the sac is opened. These, then, are 
important points from a clinical aspect. 

The next patient to whom I wish to call at¬ 
tention is a woman in the Princess Ward, about 
36 years of age, who suffered from a femoral 
hernia—the commonest form of hernia in women 
excepting always the umbilical. In spite of any¬ 
thing that you may read in books, always bear in 
mind that umbilical hernia is the commonest form 
of rupture in both sexes, because a very large 
majority of all children up to a certain time of 
life have umbilical rupture; and a great many 
adults, if carefully examined, will be found to 
possess umbilical ruptures, although they are quite 
unaware of the fact themselves. This, however, is 
only by the way. This woman, as I have said, 
had a femoral hernia, and she came into the 
hospital because it had suddenly become ir¬ 
reducible. She had suffered from this hernia for 
many years. Many times it had laid her up. She 
was a maid, and she had been compelled more 
than once to give up situations; and often she 
contemplated changing her occupation. At no 
time, however, had the hernia given her any acute 
trouble, except on the one occasion I have men¬ 
tioned. She was used to having the rupture down, 
and on the morning of her admission it suddenly 
grew larger, became acutely painful, and she 
vomited almost immediately , which she had never 
done in any previous attack. On this account she 
was sent up to the hospital, as the case was clearly 
one of strangulated hernia. Particular stress was 
laid upon the fact of her vomiting, as it was said 
by those who sent her to the hospital that the 
vomit was stercoraceous, although she had vomited 
once only . You may take it to be a fact, and it is 
always a little comforting to have a fact which 
reassures you when a case has a serious aspect, 
that the first vomit in a case of strangulated hernia 
is never by any chance stercoraceous. So that in 
spite of the great stress laid upon the presumed 
stercoraceous vomiting in this case, it is quite 
certain that nothing stercoraceous had been 
ejected at all, and that the description given 
had been based upon some misrepresentation. 

Upon the arrival of the patient at the hospital, 
she was clearly suffering from a strangulated hernia; 
but as the house-surgeon was examining the tumour 
it returned all at once into the belly. 

The first question of interest in the case is this: 


Why did vomiting come on so quickly after the 
descent of the rupture ? The patient had had this 
hernia for many years, and it had been down and 
very large before on many occasions, and yet on 
this occasion, when it was not larger than it had 
more than once been before, the moment the in¬ 
crease in size took place she vomited. The 
explanation is this, and here, again, is rather a 
good clinical point: For years she had had the 
rupture, which contained omentum (as was proved 
in the operation which I subsequently performed 
for the radical cure) which was adherent to the 
bottom of the sac, and was, therefore, irreducible. 
On the previous occasions when she suffered from 
discomfort owing to the rupture getting larger, the 
enlargement was due simply to the distension of 
the sac by fluid, and nothing more. As she la)' 
down the symptoms always subsided; she did not 
suffer much, and she never vomited. On the 
occasion under discussion, however, it happened, 
as, of course, is very prone to happen under the 
circumstances, that a piece of gut came down into 
the sac. But you may fairly inquire: Why should 
the patient have vomited at once, as gut con¬ 
stantly remains strangulated for hours, and some¬ 
times for days, before vomiting of any kind occurs? 
The reason of the immediate vomiting was this: 
the margin of the ring which caused the constriction 
of the gut was extremely sharp . The sharper the 
edge of the constriction is in a case of strangulated, 
or suddenly occurring irreducible hernia, the 
more quickly will the patient vomit; so all 
other things being equal, the more quickly the 
patient vomits after the coming down of a rupture 
the more serious is the case likely to be, the more 
urgent is the need for operation, and the less justi¬ 
fication is there for postponing radical treatment. 
As I have mentioned in these lectures before, 
strangulation by a very sharp edged constricting 
medium is liable to be quickly followed by a line 
of ulceration inside the gut—an element of danger 
not existing to anything like the same extent 
in an ordinary case of hernia in which strangula¬ 
tion is due to compression by a rounded margin. 
In such a case gangrene of the prominent knuckle 
may ensue later, but the urgency of the case is by 
no means so great, for the reason given, as in the 
constriction by a sharp edge. At the operation 
which I subsequently performed for the cure cf 
this rupture, the edge of the ring was found to be 
of knife-like sharpness, and, if reduction had been 
delayed, I have no doubt that in the course of a 
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few hours the gut might have been damaged 
almost beyond recovery. In the sac of this rup¬ 
ture, as I have said, lay a piece of omentum, 
adherent and old, changed, as omentum always is 
which has laid long in a hernial sac, from the soft, 
fatty material which it is when inside the belly, to 
a hard nodular, fibrous mass. I removed this 
altered tissue, and in order to do so I pulled 
down its stalk out of the belly until I reached 
healthy omentum. To this stalk of healthy 
omentum which had been drawn out of the belly 
a ligature was applied, and the redundant indu¬ 
rated portion removed. Let me remind you that 
in the other case no omentum was dealt with. 

It is now interesting to contrast the progress of 
these two cases. The girl with the inguinal hernia 
progressed with no symptoms of any kind, excepting 
the temporary “ smarting * for a few hours , which 
would naturally be connected with a cut in a 
sensitive part. The other woman, on the contrary, 
was uncomfortable generally for a few hours, and 
then was seized with acute intestinal pain —which 
she called colic or cramp; but the pain was 
acute, and her temperature rose a couple of 
degrees. This pain lasted for three days, as did 
also the rise of temperature, although there was no 
abdominal tenderness, distension, or rigidity. 

The reason of the difference in the behaviour of 
these two cases is the following:—In the first case 
(that of the young girl), no omentum was interfered 
with; in the second case, however, a stalk of 
healthy omentum was drawn out of the abdomen 
and tightly strangulated by a ligature, after which 
it was returned into its natural situation. This 
strangulation of recent omentum by a ligature is 
sufficient to explain the pain and high temperature 
which supervened in this case. That this is so I 
have pointed out elsewhere.* In severe cases of 
this kind vomiting may also occur, suggesting even 
the possibility of recurrent strangulation of the 
hernia. The practical deduction to be drawn from 
this fact is important and amounts to this:—If 
after an operation for hernia, whether strangulated 
or unstrangled, there is a rise of temperature and 
pain in the belly, there is no necessity for anxiety if 
recent or healthy omentum has been ligatured. 
On the other hand, after an operation in which 
omentum has not been dealt with, the occurrence 
of the same symptoms, under otherwise similar 
circumstances, should lead to the case being 
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regarded with a certain amount of anxiety; I do 
not mean to say that anything need go seriously 
wrong, but in such a case inflammatory changes of 
a grave kind may be imminent. In fact, when 
healthy omentum has been strangulated by a liga¬ 
ture, these symptoms are more common than not, 
and are due merely to irritation ; they subside in 
the course of two or three days at the most. The 
strangulation of healthy omentum by a ligature 
differs only from spontaneous strangulation of 'the 
same structure in a hernia in that in the latter 
case the structure is not only strangulated but also 
fixed , and it is due to the dragging and irritation 
caused by this fixation that the severe symptoms 
so often met with in strangulated omental hernia 
are due. 

Such are the main clinical facts I wish you 
particularly to consider in connection with these 
cases. 

Whilst I am on this subject let me say a word or 
two about the operation which I performed in 
the first of these two cases to effect the so-called 
radical cure. All I did was to remove the whole of 
the sac after securely ligaturing, by means of a 
kangaroo tendon, the peritoneum immediately 
above it. In a young growing subject this is all 
that is necessary to effect the so-called radical cure 
of an inguinal hernia. 

Please note that I did not ligature the neck of the 
sac y a mistake commonly made in this simple 
operation and one which leads to certain failure. 
It is the peritoneum, altogether above the sac , 
around which the ligature must be placed, as can 
easily be done at a level considerably above the 
internal ring, by isolating the neck of the sac and 
pulling the abdominal peritoneum out through the 
hernial canal in the manner I have described in 
another place.* 

Remember that the sac of every hernia consists 
of an expanded portion, termed the body, and a 
narrowed portion, which is termed the neck. At 
the point where the hernial sac joins the general 
peritoneum, there is always a distinct kink or 
constriction, which is particularly well-marked 
in congenital and infantile hernias. In order to 
completely obliterate the sac, the ligature must 
be applied above the level of this constriction, 
which is always easily seen when the neck of the 
sac is well drawn down after it has been isolated. 
If the ligature is placed below this constriction, 
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the neck of the sac only is ligatured, and a distinct 
depression (hernial fossa) remains over the in¬ 
ternal ring, which simply invites a recurrence of 
the hernia, as the gut or omentum naturally falls 
towards this depression, and soon descends as it 
did before. If, on the other hand, the ligature is 
placed above the internal ring altogether , the stump, * 
after the removal of the sac below, springs back 
into the belly, and leaves a perfectly smooth peri¬ 
toneum over the ring without any fossa or depression 
to favour the descent of the gut. All this can be 
efficiently done without laying open the inguinal 
canal or interfering with the abdominal wall at all. 
The pillars of the ring may, if it is large, be brought 
together, but it is not really necessary in the great 
majority of these growing subjects, as the ring will 
close of itself if the foreign body, which the hernia 
represents, is kept from between its margins, as 
happens when the sac is treated in the manner I 
advocate. Please understand that my present 
remarks refer more especially to herniae in growing 
subjects only, in which the natural developmental 
tendency is to spontaneous closure of the hernial 
canal in favourable circumstances. I am aware 
that the views which I hold upon this subject are 
not quite in accord with those of some of my 
colleagues, who prefer more complicated methods. 
Nevertheless, the more I see of this simple, opera¬ 
tion the more am I satisfied with its results; and I 
speak with some confidence, as my experience in 
the matter is becoming very large. No one is 
more acutely alive than I am to the fact that no 
one form of operation is equally efficacious for the 
radical cure of all cases of hernia; but in young 
growing subjects I am sure that the plan I advocate 
is the best, at least so far as I am able to judge. 

Of two facts, at least, I am certain:—i. The 
less the inguinal canal and abdominal parietes are 
laid open the better is it for the future prospects of 
the patient. 2. The fewer the sutures and ligatures 
used in the operation the better is the prospect of 
immediate success. No suture or ligature, there¬ 
fore, not absolutely necessary should be employed. 
Every ligature used introduces a certain element 
of risk (which may, it is true, be very slight) 
to the immediate success of the operation, since 
in every ligature or suture may lie the factor 
necessary to produce suppuration. Suppuration 
may not necessarily impair seriously the ultimate 
result, but it at least detracts from its perfection, 
and leads to an unduly prolonged convalescence. 
Whilst speaking of this part of the subject, allow 


me, in conclusion, to give my experience as to the 
best kind of ligature for use in these cases. I have 
tried all with care and impartiality, and only one 
has given me complete satisfaction and universal 
immunity from suppuration, and that is the 
kangaroo tendon. I therefore use nothing else. 
Its great advantages are, that it is, if properly 
managed, absolutely aseptic; and whilst it is not 
actually permanent—as, e.g.> silk is—it is suffi¬ 
ciently long-lived to effect all the good that a 
permanent ligature or suture can do, whilst it is 
free from the tendency to act as a foreign body at 
long periods after the operation as silk, horsehair, 
and fish-gut are apt to do. 


A CLINICAL LECTURE 

ON SOME OF THE 

DIFFICULTIES IN THE DIAGNOSIS 
OF SARCOMA OF BONE. 

Delivered at the Bristol General Hospital, Feb. 27, 1895, 
BY 

CHARLES A. MORTON, F.R.O.S. Eng., 

Surgeon to the Hospital and Demonstrator of Anatomy, 
University College, Bristol. 


Gentlemen, —This patient, a boy aged four 
years, has a very firm, uniform swelling of the 
lower third of the tibia of five months duration. 
There is increased heat, but no redness of the skin, 
and very little pain or tenderness. Even when the 
child walks it does not seem to pain him. The 
increase in size is equal to nearly an inch in the 
circumference of the limb around the swelling. 
Five months ago the boy was in the hospital with 
acute necrosis of the clavicle, and during con¬ 
valescence (after separation of the sequestrum) this 
swelling was accidentally noticed in the tibia, and 
it did not seem at that time to give him any pain. 
A few weeks after his discharge from the hospital 
at the end of September, his mother tells us that 
the swelling increased in size and became very 
painful, and the skin was red and shining over it, 
but that after frequent poulticing the pain and in¬ 
creased swelling subsided, leaving the limb as we 
see it to-day. The movements of the ankle-joint 
are free and painless. The history in this case is 
distinctly suggestive of inflammatory mischief in the 
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bone—the previous attack of necrosis of the 
clavicle, and the account given by the mother of 
the subsidence of an exacerbation of the pain and 
swelling, during which the skin became red and 
shining. If the swelling was due to new growth 
such subsidence would not have occurred. But 
the swelling, as we see it now, closely resembles a 
swelling of exactly the same portion of the tibia, 
which some of you have often examined in another 
patient, a boy eight years of age, in whom for 
weeks it was impossible to be certain whether he 
was suffering from inflammatory thickening of the 
bone or from an early stage of sarcoma. Unfor¬ 
tunately the latter diagnosis proved the correct one, 
and I show you here the specimen of the bone 
invaded by the new growth. This boy was sent to 
the hospital in November last with the history that, 
three months previously, he had twisted his foot 
when playing ball, and had felt pain across the leg 
just above the ankle-joint. It quickly passed off 
and he walked home. Nothing more was felt for 
three weeks, when he was walking a good deal, and 
one day he suddenly felt pain in the same place 
again, and the pain had been present ever since on 
walking, or if the limb were handled, and he 
limped. No swelling was noticed for a fortnight 
after the first attack of pain. He was supposed to 
be suffering from the effects of a sprain, though the 
degree to which the foot had been twisted at the 
first attack of pain must have been very slight. 
When we first saw him at the hospital on Novem¬ 
ber 3rd there was a uniform swelling of the lower 
third of the tibia, with only slight tenderness on 
deep pressure. There was great increase of heat 
over it. It was impossible to decide between 
periostitis and ostitis, or new growth. The very 
marked increase of heat was suggestive of the 
former, and I gave him iodide of potassium. There 
was no egg-shell crackling, such as is found some¬ 
times connected with endosteal sarcoma. The 
swelling occupied all that portion of the tibia 
which could be palpated, and did not appear to 
spring from a portion of it only, but periosteal sarco¬ 
mata though usually more localised than endosteal, 
do occasionally surround the shaft of the bone. 
During the first week it increased one-eighth of an 
inch in size. On November 13th he came to 
the hospital with the history that on the previous 
day, whilst putting on his stocking, he felt some¬ 
thing snap in the region of the swelling, and had 
been in great pain for hours afterwards. The 
swelling was a quarter of an inch larger and looked 


more prominent and was much more tender, but 
no crepitus could be obtained. The history was 
strongly suggestive of spontaneous fracture of the 
bone in connection with sarcoma. Ten days later 
a small fluctuating swelling appeared just above the 
inner malleolus, and an incision into this revealed 
the presence of new growth, which had protruded 
through the periosteum elsewhere tensely stretched 
over it The growth itself was very soft and fluc¬ 
tuated (as new growth often does), the hardness of 
the swelling being due to the tight stretching of 
the raised periosteum over it. I amputated tjie 
limb, and the boy is now well, but of course the 
chance of recurrence—probably in the lungs—is 
very great, although I amputated by Stokes’ supra¬ 
condylar method, so as to get above the origin of 
all the muscles of the leg. After the symptoms 
of spontaneous fracture on the 12th, the boy 
suffered considerably even with the limb kept at 
rest The fibula acted as a splint and prevented 
crepitus on manipulation, and thus the certain 
diagnosis of the spontaneous fracture which we 
found on examination of the limb after removal, 
and which I strongly suspected from the symptoms. 

The difficulty in the diagnosis between inflam¬ 
matory affections of bone, or necrosis without 
suppuration—quiet necrosis, as it is called—and 
sarcoma is constantly occurring* and in many cases 
we can only watch the case for signs which may 
not be present at the time we first see it. In any 
case of uniform swelling of the bone, be on the 
look out for elastic or even fluctuating bosses of 
new growth; for egg-shell crackling due to the 
presence of layers of very thin bone on the surface 
of an endosteal sarcoma; and note the rapidity of 
increase which will probably be greater in malignant 
growth. On the other hand, remember, there may 
be great increase of heat over a sarcoma (as in this 
case) as well as an inflammatory swelling, and that 
redness of the skin, effusion into neighbouring 
joints, and slight elevation of the general tempera¬ 
ture are described as being present* in sarcoma of 
bone; the latter I have myself observed in more 
than one case. The amount of pain varies in 
different cases; sometimes in the early stage of 
malignant growth there is very little—this boy only 
had pain on walking or handling of the limb. 

During the time that I was registrar to the 
Children’s Hospital I had under observation a case 
which exemplifies many of the difficulties of 
diagnosis. A boy, 10 years of age, was admitted 

with a history of pain and swelling about the lower 

Digitized by VjiUUyiC 



12 The Clinical Journal.] 


DR. GOWERS—LEAD PALSY. 


(.May 1,1896. 


part of the thigh, of two weeks duration. He was 
said, as so commonly happens, to have had 
rheumatic fever, but this pain and swelling of the 
lower part of his femur had been the only symp¬ 
toms. The lower half of the femur was uniformly 
enlarged all round ; there was very little tenderness, 
and no redness of the skin, and the boy did not 
seem in pain. The knee-joint, although slightly 
limited in its range of movement, was otherwise 
normal. After admission the enlargement of the 
bone increased, and two hard bosses formed; one 
on the anterior and one on the inner aspect. There 
was no pain in the swelling. The temperature 
rose to ioo° every night. After a time the skin 
on the outer side of the femur became dusky red 
in colour, and brawny, and a few days later fluctua¬ 
tion could be detected there. An incision was 
then made, and a semi-solid mass of lymph, the 
size of a walnut, evacuated. On passing the Anger 
through the wound, a small sequestrum, about the 
size of a shilling, was felt firmly fixed in the under 
surface of the lower end of the femur. Until 
suppuration occurred, and the finger was guided 
by the suppurating track to the seat of necrosis, 
there was no guide for exploration. Indeed, an 
exploratory incision had been made on the anterior 
aspect at an earlier period in the case, and nothing 
found. The painless nature of the swelling during 
the weeks he was in the hospital, and the formation 
of the hard bosses on its surface, suggested en¬ 
dosteal sarcoma, although no egg-shell crackling 
could be discovered. The evening temperature 
might be present in either sarcoma or inflammatory 
mischief 

The celebrated case of Mr. Morrant Baker's 
(referred to in several surgical text-books) is well 
known. A swelling on the femur was diagnosed 
as either quiet necrosis or sarcoma. An explora¬ 
tory incision revealed gelatinous-looking tissue, 
supposed to be sarcoma, and the limb was ampu¬ 
tated; but after removal, this gelatinous-looking 
tissue was found to be only infiltrated muscle, and 
a small sequestrum was discovered shut in by the 
formation of much new bone on the surface. 

A periosteal sarcoma, situated deeply in a limb, 
soft and semi-fluctuating, may be mistaken for an 
abscess, but the edge, if we can distinguish it be¬ 
neath the muscles, is felt to be more defined. 

There is a rare form of periosteal tumour which 
might be mistaken for a sarcoma, and that is 
periosteal lipoma—a fatty tumour growing from the 
periosteum. A few years ago I had such a case 


under observation. The patient was a child, aged 
a years, and came into hospital with a painless, 
gradually increasing swelling at the back of the 
thigh, of four months duration. On examination, 
we found an ill-defined, semi-fluctuating moveable 
swelling, deeply situated, just above the popliteal 
space. On cutting down on it, it was found to be 
the size of a hen's egg, and to consist of fatty 
tissue growing from the periosteum, and was fairly 
encapsuled. Microscopically it was a typical 
lipoma. Before removal we could not make out 
its attachment to the bone, and, therefore, the 
question of diagnosis from periosteal sarcoma did 
not arise, but it certainly might in another case. 
Mr. D'Arcy Power recorded a similar case at the 
Pathological Society in 1888, in a boy 9 years of 
age. The tumour was growing from the periosteum 
of the upper part of the femur. 

For help in the differential diagnosis of pulsating 
sarcoma of bone from aneurysm I must refer 
you to the text-books of surgery; and would, in 
conclusion, just remind you that a growth deeply 
situated and apparently connected with the back of 
the lower end of the femur, which causes great 
pain in the limb from pressure on the nerves, may 
be a cured coagulated, non-pulsating aneurysm. 

[Since this lecture was given I have operated on 
the first case recorded, and found pus within the 
thickened bone.] 


A CLINICAL LECTURE 

ON 

LEAD PALSY. 

Delivered at the National Hospital for the Paralysed and 
Epileptic, by 

W. R. GOWERS, M.D., F.R.S., 

Physician to the Hospital, and Consulting Physician to 
University College Hospital. 


Gentlemen, —It is instructive to note the way in 
which every fresh distinction of a disease involves an 
increased discernment of others that have been long 
familiar. The causes of disease have so much in 
common that when we are able to perceive a cause of 
which we have hitherto been ignorant, we can at once 
see much more than before of the action of related 
causes which we may have known for a long time. 
Indeed, this must be, because the discovery of 
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disease is for the most part a process of distinction. 
Some special opportunity for observation, some 
special use of opportunities hitherto neglected, some 
new fact in physiology or experimental pathology, 
enables some part of a familiar region to be marked 
off, some elements of a series which before seemed 
the same to be distinguished as special, and to 
become to us new knowledge. At once, that which 
remains of the old and the familiar assumes to us 
a new outline, or if its outline is unchanged we are 
able to view it from a fresh side, and we at once, 
almost without deliberate effort, know more about 
it. 

Moreover, when we perceive causes of disease 
that before were unperceived, and study their action, 
we are often able to discern the process by which 
other maladies arise with more minuteness and 
precision. The relation of special cause and 
special consequence impresses us, and looking 
round, we see other like forms, and these in their 
turn, in relation to each other and to the old, are 
mutually instructive. Diverse as are the causes of 
disease, they act on that which unites them, and 
the union of effect entails, of necessity, a renova¬ 
tion of the old by every new perception. So it is 
well to look afresh, from time to time, at those 
things with which we are familiar, that we may be 
certain to keep our familiar knowledge as adequate 
as it seemed before, and that we may see clearly 
any features before unknown. 

You remember the case of lead palsy or wrist-drop, 
the local symptoms of which we considered at our 
last meeting. I wish to-day first to mention some 
other practical points in connection with the affection, 
and then to point out to you the general aspect of 
the disease as it is revealed to us more clearly by 
the recent increase in our knowledge of such 
causes. 

The first practical point relates to diagnosis. 
The palsy is so generally connected with lead, that 
it is seldom mistaken. The danger is lest other 
things should be mistaken for it Yet the practi¬ 
tioner or student at once looks at the gums, and 
the lead line at once indicates to him that the caus± 
which he expects is present. But it is important to 
be aware of the fact that this trust is only justified 
when the gums are not perfectly close to the teeth. 
A like palsy is the result of other poisons; but 
in their case there is to be found no line upon 
the gums. Alcohol, arsenic, and perhaps other 
metallic poisons may cause the same palsy, but the 
absence of a line upon the gums excludes lead as 


a cause on that one condition—provided the gums 
are anywhere separated from the teeth by a space 
in which there are decomposing albuminous 
materials capable of yielding sulphur. With per¬ 
fect gums you can only exclude lead-poisoning by 
excluding its possible causes, especially by having 
the drinking water analysed, and by having the 
urine analysed after iodide of potassium has been 
taken for a week. 

But the most difficult point in diagnosis, in my 
own experience, is due to this strange fact, that a 
chronic spinal muscular atrophy occasionally begins 
with rapid weakness of the extensors of the arms 
on both sides, having exactly the onset and the 
localisation of lead palsy. In the cases I refer to, 
of which I have seen several, this has been fol¬ 
lowed by spreading muscular atrophy elsewhere in 
the arms and trunk, and by other indications of 
morbid process in the spinal cord. In none of the 
cases was there a verification. Yet I could enter¬ 
tain no doubt of the truth of the fact, especially as 
every toxic cause was excluded. In the early 
stage, when there was simply the rapid weakness, 
with degenerative reaction in the extensors of the 
forearms, precisely localised as that of lead poi¬ 
soning, the diagnostic question was one of the most 
difficult that can be conceived. As soon as spread¬ 
ing atrophy was obvious elsewhere, the question 
became simple; but it has happened that the 
difficulty was, at first, the greater in some cases I 
have seen, because the gums were so perfect that 
the absence of a lead-line was unimportant. Its 
absence had none of the significant meaning its 
presence would have afforded. In such cases you 
have only to wait and watch. In other cases of 
toxic origin you have, as a rule, sufficient evidence 
of the poison, from other symptoms, or there is 
weakness in the corresponding muscles of the legs 
which you know to be such a characteristic of 
alcoholic palsy, and is scarcely ever present in lead 
palsy. That is also the case with arsenic. Wrist¬ 
drop may result from arsenic precisely like the 
wrist-drop from lead, but there is also similar palsy 
in the homologous muscles of the lower leg—those 
which fiex the ankle and extend the toes. I think 
I have mentioned to you an instance of that which 
came under my notice—a case of symmetrical 
palsy of the arms and legs in a lady who had been 
working for years on some muslins. They had 
been bought as possessing a specially “ aesthetic ” 
colour. But a “ thing of beauty ” is not always a 
joy for ever. The muslins were found to be 
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charged with arsenic. The palsy lasted long, but 
recovery was ultimately completed. 

There is an interesting question which may some¬ 
times be important to you with regard to the “lead 
line.” You know that the treatment of lead-poi¬ 
soning consists in giving iodide of potassium. And 
why ? Iodide of lead is absolutely insoluble; why, 
then, do you give iodide of potassium ? For this 
reason,—and remember it as an instructive instance 
of the necessity for caution in letting theory deter¬ 
mine practice,—that, although iodide of lead is 
absolutely insoluble, by giving iodide of potassium 
you increase the quantity of lead in the urine. 
Here, then, is a practical fact on one side, and a 
theoretical fact on the other. I yield to no one 
in regard for theory, but theory is nowhere beside 
fact, and you do eliminate the lead by giving 
iodide of potassium. The fact is, that lead is in the 
system in combination with albuminous substances, 
and the iodide seems to form a combination with 
them that is soluble. The effect, therefore, of 
giving the iodide is to increase the excretion of 
lead, and, of course, to do this it has to increase 
the amount in the blood. You have, therefore, 
to be a little careful, when much lead has been 
recently taken in. Before you give the iodide, you 
should clear out the lead from the alimentary 
canal by giving an aperient for a few days; and 
then you must give but little iodide at first. That 
is the essential treatment. 

But the point I was going to mention is, Does 
the iodide remove the lead line from the gums ? 
The lead is in the form of sulphide of lead. We 
cannot a priori infer that the iodide will act on the 
sulphide of lead as it does on the lead in combin¬ 
ation with organic substances. My own observation 
has afforded me no instance in which the iodide of 
potassium has removed the lead line; and I have 
seen cases in which, after the ingestion of lead had 
ceased for some years, the lead line was as perfect 
as ever, although iodide of potassium had been 
taken at the beginning for many months. This is 
not a theoretical question only. 

You may be in doubt whether given symptoms 
are due to lead in a patient who, say, a year before 
had certainly been exposed to the risk of lead 
poisoning, or had had lead poisoning, had been 
treated with iodide of potassium, and had gums 
such as would give rise to a lead line. Is the 
absence of the lead line of significance as regards 
the question whether present symptoms may be 
still due to lead ? May the lead line have been 


removed, and some lead be still elsewhere in the 
system ? I think not. I think that if lead still 
existed in the system there would certainly be a 
lead line. The point may come under your 
observation practically in more than one way. A 
case which brought it very prominently before my 
mind was that of a middle-aged man who had been 
gradually losing his sight with symptoms of chronic 
slight optic neuritis, first observed about a year 
before, and still going on. For a long time he had 
been sufficiently anxious to increase the growth of 
hair upon his head as to induce him to use a 
largely-advertised preparation, which on analysis 
was found to contain lead. The man brought an 
action for damages for his blindness, and I was 
consulted. There was no lead line, and yet his 
gums were such as to afford every facility for its 
formation. I felt sure from the absence of the 
lead line, and the fact that the optic neuritis was 
going on still, although it was more than a year 
since he had discontinued the use of the prepara¬ 
tion, that the condition could not be due to this 
cause. The proprietors of the substance, however, 
afraid of the damage which the mere accusation 
would entail, compromised the matter. This case 
is an illustration of that which may happen to some 
of you, and the importance of the point. Many 
practitioners have ample opportunities of observing 
all the effects of lead poisoning and of making very 
important observations; such opportunities may 
come to some of you, and should not be lost. 

A point in treatment to which I have not alluded 
is the use of electricity. That which it can effect 
is, as in all cases of disease of the nerves, to help 
in maintaining the nutrition of the muscles while 
the nerves are recovering. That it can do this to 
some degree, I have no doubt I have seen 
some clear instances of its service. Before the 
nerves recover, so as to conduct the motor im¬ 
pulses to the muscles, the condition of these may 
be distinctly improved, their response to the will 
promoted, and its degree increased, by the appli¬ 
cation of voltaic electricity. I remember a gentle¬ 
man who suffered from wrist-drop, and whose wife 
suffered from neuralgia. In neither of them was 
there a trace of lead line, and the cause of the 
affection had therefore been entirely overlooked by 
at least one very eminent physician, the fact that 
the gums were perfect not having been taken into 
consideration; but the cause was suspected by an¬ 
other physician, and it was found that the drinking 
water was charged with lead. From the failure to 
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recognise the cause, absolute palsy had gone on in 
this case for nearly a year. There was no power 
whatever in the extensors, and on the first appli¬ 
cation of electricity not the slightest response 
could be obtained. After several applications, 
however, the muscles began to respond to the 
stimulation, and continued application led to a 
gradual increase in the degree of contraction that 
was excited, until, in the course of a fortnight, they 
contracted well. Soon afterwards slight voluntary 
power of contraction began to return, and it 
steadily increased, and the patient made ultimately 
a perfectly good recovery. In such a case, in 
which electricity so clearly abolished the absolute 
inertia, there can, I think, be hardly any doubt 
that the local stimulation which voltaic electricity 
affords to the muscles is of definite service, and 
possibly without it, the voluntary impulse would 
never again have excited them. 

Lead may also cause another form of palsy, not 
affecting specially those muscles, but affecting first 
the small muscles of the hand—there is, in this 
form, gradual wasting and gradual weakness, not, 
as in the extensors, rapid weakness followed by 
wasting. It is a condition identical, in its local 
symptoms, with that of progressive muscular 
atrophy, due to disease of the nerve cells in the 
cord, and probably identical in its seat. It seems 
to depend on a gradual wasting of the cells, fibres, 
and muscles under the influence of lead. In this 
form, as in progressive muscular atrophy, there is 
merely a diminution of the irritability to both forms 
of electricity, equal, steadily increasing from the 
first, there being no period of lowered or lost 
faradic and preserved voltaic excitability. It may 
in rare cases be wide-spread. Its recognition is 
of great importance, because it does not improve 
and recover as the wrist-drop does. The wrist¬ 
drop may pass away entirely and this slow wasting 
away remain unchanged. If the ingestion of lead 
is stopped it does not as a rule increase, but I have 
not known it to pass away. 

Lead palsy in its common form is due to an 
affection of the motor nerves; the motor nerves to 
the muscles that are affected. The acute atrophic 
palsy always shows that there is an acute affection 
of the nerve fibres, or of the nerve cells from 
which they spring. Whenever there is any acute 
disease of the nerve fibres, their endings, or of their 
special cells, there is loss of faradic irritability in 
the muscles, and preservation of the voltaic, and 
there is loss of both in the nerves. The electrical 


reactions do not show whether the disease is the 
nerves or in the nerve cells of the cord; and until 
within the last few years it was uncertain to which 
the wrist-drop was due. It has been proved to be 
due to the nerves, and it has been proved to be 
only one of a series of similar palsies which are 
due to changes in the nerves and are produced by 
a toxic agent. Before we had discerned the 
characteristics of these remarkable toxic palsies, 
and the evidence that they depend on the influence 
of the poison on the nerves, our uncertainty re¬ 
garding its seat was increased by another circum¬ 
stance, the occasional correspondence in distri¬ 
bution of central and peripheral affections. I 
have already said that cases of spinal progres¬ 
sive muscular atrophy sometimes begin by rapid 
weakness of the extensors of the wrist, quite like 
lead palsy, with the same localization, even to the 
escape of the supinators and of the flexor of the 
metacarpal bone of the thumb. What does this 
show ? It shows that there is a similar patholo¬ 
gical susceptibility on the part of the motor nerves 
and on the part of the cells from which they come. 
This is a fact of the most profound significance. 
It shows that the peripheral structures and the 
related central structures suffer in the same asso¬ 
ciation. In each corresponding structures have 
the same susceptibility, and seem to have this same 
associated susceptibility to different morbid in¬ 
fluences. We can thus understand many pheno¬ 
mena otherwise difficult to comprehend. 

Another point regarding the lesion in lead palsy 
deserves attention. Lead palsy is a painless 
affection, and yet there is an acute change in the 
nerves, a change which consists in that rapid 
alteration of the nerve elements that we call 
parenchymatous inflammation — inflammation cf 
the special structure. It is associated with some 
indications of inflammation in the sheath and other 
connective tissue elements of the nerve. You 
know, however, what an intensely painful affection 
neuritis commonly is. Yet here we have a neuritis 
which is painless. What special feature can we 
perceive to explain the difference? The nerve 
branches affected are those to the muscles; noting 
that we may find other illustrations of the same 
fact. We meet occasionally with an isolated one¬ 
sided neuritis of a motor nerve ; a motor nerve, for 
instance, of some of the calf muscles, which is 
absolutely painless. The absence of pain, as I 
have known, is most liable to mislead in diagnosis. 
But remember how essentially painless is neuritis 
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of the great motor nerve of the head, the facial 
nerve. There may be pain from associated morbid 
states, due to the cold that causes the neuritis, but 
there is no pain from the inflammation of the 
nerve within the Fallopian canal. It would seem 
that the sheaths of the purely motor nerves and 
these branches do not possess such sensory fibres 
as most nerve sheaths do, and, therefore, their 
inflammation is not a source of pain. 

Lead palsy, then, is an example of an affection 
of the peripheral nerves from the action of a 
poison. But it is an affection of a few nerve 
fibres among many of like motor function, an 
affection that is symmetrical, similar on the two 
sides. This is the important fact to be realised 
by every one as the great indication of the 
whole class of disease to which I refer; the limita¬ 
tion of its functional incidence, and with this 
its bilateral symmetry. These two symptoms 
indicate one or two processes, and in many 
cases they indicate both. The two processes are 
degeneration and the action of a poison. We are 
beginning to see in how very large a number of 
instances a process of degeneration is the effect 
of a poison. You will find, if you keep that law 
clearly in mind, that it will guide you right in innu¬ 
merable instances of the most diverse aspect, in 
which all sorts of motor and sensory and reflex 
symptoms, in various places, baffle your efforts 
to discern their cause, unless you note this charac¬ 
ter and know its meaning. 

What does the symmetry mean? Symmetry 
indicates an influence reaching both sides of the 
body ; and if it acts on both sides of the body it 
must be an influence which reaches all parts, 
because we are unable to conceive an influence 
which acts equally upon certain local parts on the 
two sides and cannot reach others. The bilateral 
symmetry so distinct in the features and the limbs 
is not a matter of the surface, nor is it a matter of 
the visible form of the surface alone. It obtains 
and must obtain in every structure, down to the 
minute differences of chemical composition which 
underlie function. Parts of the two sides that have 
similar relations and the same functions have, there¬ 
fore, corresponding constitution, and it is that 
which is the cause of the bilateral symmetry of the 
effects of any morbid influence which reaches 
both. Consider for a moment how belladonna, 
taken by the mouth, acts upon both eyes, and how 
perfect that influence may be in limitation and 
symmetry. Consider the minute correspondence 


of the two sides, and the minute difference from 
other structures on each side, which this effect sig¬ 
nifies. A similar condition alone explains the 
incidence of lead and other toxic agents. You can 
conceive of no structural relation or relation to 
vessels which determines why lead acts upon the 
branches of the musculo* spiral nerve, and not upon 
any other, and why it acts only on some of the 
branches. It can alone be due to some slight 
inherent difference in the minute constitution of the 
nerves which enables the atoms of lead to join with 
the atoms and molecules of these nerves, and 
derange the process of their nutrition acting on 
these nerve fibres and not on others. And, more¬ 
over, a like condition is the only conceivable 
explanation of the fact that lead sometimes, and 
other poisons often, act also on the fibres in the 
legs that are homologous with these fibres in the 
arms, and not on others. When we think of the 
fact, how great is its significance. Those nerve 
molecules, for some reason, have not the power of 
resistance to a morbid chemical agent that other 
nerves have. They differ in their behaviour when a 
molecule of a metallic poison is presented to them, 
although they are the same in the minutest scrutiny 
we can give them, the same to every other test we 
can apply. Whether any explanation will be found 
in future in some developmental process connected 
with the appearance of these muscles and nerves 
in the range of the animal kingdom or not I do 
not know. But the fact is certain that to all these 
toxic agents these are specially susceptible, and the 
fact is certain that it must be due to a greater 
readiness for the reception of the toxic agent and 
for its influence. 

The various effects of different poisons bring 
before us, in almost startlingclearness, how profound 
is the ultimate influence of differences far beyond 
our power of scrutiny. They show us how much 
of disease that is mysterious, may be due, in this 
manner, to chemical agents, and they afford us a 
rational basis for the old faith, not yet lost, per¬ 
haps, indeed, reviving, in chemical agents as a 
means of influencing the processes of disease. 


In consequence of an oversight before going to 
press last week a mistake was made in the 
title-page. The corrected form of this is now 
being issued to subscribers in time to be 
inserted in Vol. V. when being bound. 
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A CASE OF PNEUMO-THORAX. 

By W. J. HADLEY, M.D., M.R.O.P., 

Assistant Physician to the London Hospital. 


Gentlemen, —Here we have a case of pneumo¬ 
thorax to deal with, consequent, as I believe, on the 
breaking down of a piece of pneumonic consolida¬ 
tion. In that, and in other ways, it is a somewhat 
unusual instance of this condition. 

The peculiarities of this case do not exist so 
much in the symptoms and signs, as in the cause 
and consequences of the air in the chest. Indeed, 
we have most of the symptoms, and we can easily 
demonstrate nearly all the physical signs of air in 
the pleural cavity. For instance, speaking first of 
symptoms, we have sudden onset of pain in the 
affected side, accompanied with great difficulty 
and rapidity of breathing, with also a certain 
amount of cyanosis. Next, for physical signs, we 
have limited movement of the affected side; 
fulness (almost bulging) of the intercostal spaces; 
amphoric breathing over a limited area at the 
upper part, but diminished breath sounds over a 
wide area below; vocal sounds exaggerated above, 
diminished, but not wholly absent towards the 
base; “metallic sounds” in various places; the 
“ succussion splash,” and displacement of neigh¬ 
bouring organs. Hyper-resonance can hardly be 
said to be present at any point; indeed, except at 
the apex, where there is rather more resonance 
than normal, the note is impaired or actually dull 
over most parts of the affected side. The absence 
of this sign is unusual, but it does sometimes 
occur, and may be due to one of several causes. 
For, when the effusion of air is such that the dis¬ 
tension of the cavity is extreme, or when fluid ac¬ 
cumulates in it, or when its walls are thickened by 
old disease of the pleura, then the note on per¬ 
cussion may be impaired or it may be even dull. 
We know that there is fluid in this case, which 
accounts for the absence of actual hyper-resonance. 
The “metallic sounds” are exceedingly well- 
marked, and may be heard over a very wide area, 
comprising both the “metallic tinkling” and the 
“ bell sound,” which, you observe, may be elicited, 
either in the usual way with coins, or by striking 
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almost any bony point on the chest wall. The 
displacement of the heart and liver is rather con¬ 
siderable. It must not, however, be inferred that 
this displacement is always present; because, not 
unfrequently in such cases, although the air may 
be under considerable pressure, there may be 
little or no displacement of the surrounding 
organs; owing to the fact that previous long¬ 
standing disease has fixed them too firmly to 
admit of it. Let us now turn to the cause of the 
effusion of air in this case, for it is in what we 
believe to be the cause, that one of its peculiarities 
exists. 

In reviewing the usual causes, we must remember 
that the air must come through the parietal pleura 
from without, or through the visceral pleura from 
within, or become generated in the cavity itself. 
No case, as far as I am aware, has been definitely 
shown to be due to the generation of gas within 
the pleural cavity. We, therefore, may dismiss 
this to consider the other two classes of cases. 
The possibility of the air having gained access 
through the parietal pleura is easily vetoed here.. 
Thus we have no wound penetrating the thorax; 
no abscess, opening, on the one hand, outwardly, 
and on the other, burrowing into the pleura. Nor 
are there any signs pointing to an abscess beneath 
the diaphragm, nor ulceration, nor malignant disease 
of the hollow viscera of the abdomen. In one 
of these ways, occasionally, a communication is 
established between the viscera of the abdomen 
and the pleural cavity whereby gas may escape 
through the diaphragm, and a pneumo-thorax be 
formed. Neither has an empyema burst or been 
opened outwardly. Turning lastly to the causes 
of a solution of continuity in the visceral pleura, 
we find sometimes violent coughing, as in per¬ 
tussis, may have given rise to pneumo-thorax, 
without any previous disease of the lung; violent 
muscular exertion has been credited with causing 
even a healthy lung to rupture. Injury to the 
chest, with or without the puncture of a fractured 
rib, is a fairly frequent cause. It is, however, 
evident that no such cause exists here. An emphy¬ 
sematous vesicle, or bronchiectatic dilatation may 
rupture into the pleural cavity; or an empyema 
may, by finding vent through the natural air pas- 
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sages, give rise to a pneumo-thorax. All these, 
except, perhaps, the last, are somewhat rare causes 
of this condition. But by far the commonest 
cause of air in the pleural cavity is some inflam¬ 
matory condition of a portion of the lung, which, 
by undergoing softening and breaking down, allows 
of an indirect communication with the outside air, 
through the bronchial tubes. Thus it may arise 
from the breaking down of a pneumonia, or an 
infarct (especially if septic), or tubercular disease. 
Probably more than 90 per cent, of all cases of 
pneumo-thorax owe their origin to tubercular 
phthisis, and when the origin is obscure, we should 
generally be safe in looking upon this as the real 
cause; though now that we have so important an 
aid to diagnosis as the microscopical examination 
of the sputum, we can arrive at the conclusion 
with greater surety. 

I do not, however, believe that tubercle was the 
cause in this case. The family history gives no 
suspicion of it. The patient, a sailor, has never 
been ill in his life until the last few weeks, when 
he contracted an attack of pneumonia; and al¬ 
though on admission the signs of pneumonia were 
necessarily marked by the presence of the air, he 
was still bringing up fairly typical, rusty, pneumonic 
sputum. Further, though this sputum has been 
, frequently examined, no tubercle bacilli have as 
yet been discovered. It must also be mentioned 
herp that, having been tapped for the fluid con¬ 
sequent upon the air, the fluid evacuated was 
clear and serous, which would be a most unusual 
circumstance in phthisical pneumo-thorax, where 
the fluid is, in almost every instance, purulent. 
Passing now to the consideration of the probable 
results and the prognosis, we shall do well to take 
them together. Pneumo-thorax is an extremely 
fatal complication of lung disease, though perhaps 
not of so grave an import when the air, having 
penetrated from without, surrrounds a fairly healthy 
lung. Most of the cases which recover have been 
due to a simple, non-tubercular empyema, or 
some traumatic cause, such as, for instance, a 
puncture from a fractured rib. By the healthy 
pleura, as we see in traumatic cases, the air is very 
rapidly absorbed; but, even in them, rarely if 
ever, without exciting some greater or less amount 
of pleural effusion. In our case the signs of fluid 
were discovered about eight or ten days after the 
supposed onset of the pneumo-thorax; and, in 
any case, the fluid was not detected when he was 
first admitted. This is what usually occurs, al¬ 


though in some cases the fluid makes its appear¬ 
ance much earlier,, occasionally as soon as the 
second day. In almost all the cases the fluid is 
purulent; but, as has been said, here we have an 
exception to the rule. The effect on the patient 
is practically instantaneous. Death may be im¬ 
mediate, or they may live but a few hours: in 
either case dying of shock. Should they recover 
from this first sudden disturbance, some of the 
traumatic and non-tubercular cases gradually re¬ 
cover, generally with the formation of fluid or pus, 
which is eventually absorbed or evacuated. Even 
a few of the tubercular cases seem to do well at 
first, as if the pressure of the air and the soon- 
resulting empyema hindered the disease in the 
affected lung. Thus life may be considerably 
prolonged, although the usual duration of a case, 
after such a complication, is from three weeks to 
a month. 

If our case is, as we believe, due to the breaking 
down of a pneumonia, it ought to have a better 
prognosis than if it were due to a tubercular lesion. 
But the patient is so ill with his pneumonia, being 
a bad subject, in whom there is a strong history of 
alcoholic abuse, that in all probability he will 
eventually succumb. 

The treatment (leaving out surgical cases) 
resolves itself into that of the immediate and urgent 
symptoms, and that of the after consequences. 
Occasionally the pain is so intense, and the efforts 
of respiration so distressing, that some sedative is 
imperatively called for. Morphia, chloral hydrate, 
or even chloroform may be used to ease the pain 
and dyspnoea; always remembering that violent 
respiratory efforts will only cause more air to be 
sucked into the pleural cavity, and at the same 
time lessen the chances of the closure of the breach 
in the pleura. Stimulants may also be necessary. 
Much relief may often be given, especially when 
cyanosis is a marked feature, by cupping the chest, 
or actual venesection. Then as to removing the 
air. This can only be done with benefit, when 
the pressure within the chest is greater than the 
atmospheric pressure; a fact which may be sus¬ 
pected when there is great distension, or may be 
ascertained by the use of a manometer attached to 
a fine trocar. To evacuate it, as fine a trocar* as 
possible should be used, and through this, the air 
within and without will rapidly equalise their 
pressures. No more should^ be attempted, as any 
aspirating effect would probably re-open the wound 


in the pleura, and more air would be drawn in. 
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In some cases of chronic phthisis, the resulting 
empyema has been left ‘‘alone with great benefit 
Indeed, in but few of such cases does it seem to 
do anything but harm to take away the fluid. But, 
as the fluid is itself harmful, and acts beneficially 
only by compressing, and therefore, hindering the 
disease in the affected lung, the same or even a 
better result might, in a favourable case, be obtained 
by evacuating the fluid, at the same time cutting 
through some of the ribs (Eslander’s operation), so 
as to facilitate the falling in of the chest wall. 


A CLINICAL LECTURE 

ON 

SOME POINTS CONNECTED WITH 
PSOAS ABSCESS. 

Delivered at St. George’s Hospital, March 26, 1895, 
By W H iTilA M H. BENNETT, F.B.O.S., 
Surgeon to the Hospital, and Examiner in Surgery m the 
University of Cambridge. 


Gentlemen, —Psoas abscess, in association with 
disease of the spine, is a common affection, the 
management of which always requires discretion 
and sometimes much ingenuity; I therefore think 
it worth while to devote this lecture to a con¬ 
sideration of certain points connected with the 
subject, especially with reference to treatment 
To begin with, let me call your attention to the 
case of a woman who was in the Drummond Ward 
some three or four months ago, who came into the 
hospital with a large abdominal abscess situated on 
the right side, extending from below the ribs 
down into the right groin, and under Poupart’s 
ligament into the thigh. She had no sign whatever 
of spinal disease except this abscess. Her spinal 
column was perfectly supple; she had no pain of 
any sort, either spontaneous or upon percussion: 
in fact so well was she altogether, and so little did 
the disease trouble her that she somewhat resented 
coming into the hospital because it would interfere 
with her occupation (that of a cook), and would 
compel her to give up the situation which she held 
at that moment. Upon her admission there was, 
so far as we could ascertain, nothing to indicate 
spinal disease beyond this large abscess, which had, 
as I have said, all the characteristics of what is 
called psoas abscess. This was the peculiarity of 


the case:—the entire absence of other evidence of 
spinal disease. As you all know, true psoas abscess 
is always associated with disease of the spinal 
column; therefore, in this case, either the appear¬ 
ances of the abscess were deceptive or the disease 
in the spinal column was so limited that it produced 
none of the ordinary symptoms, such as rigidity and 
other objective signs which you would expect to 
find under the circumstances. The case was, there¬ 
fore, of more than usual interest I had, however, 
no doubt about the nature of the case, and one 
thing at all events was quite clear—the abscess 
must be treated. The woman was 32 years of age, 
and, as there were not any other signs of spinal 
disease, I thought it right to lay the abscess freely 
open, through the loin, in order first of all to treat 
it, and, secondly, to find if possible some other 
positive evidence of disease of the spinal column; 
because some of those who saw the patient took 
exception to my views, and thought that the case, 
after all, was not one of spinal disease. 

In laying open the swelling, I exposed a large 
abscess cavity in a situation and of such a sort that 
no doubt whatever remained as to its being a true 
psoas abscess. I laid it open very freely, scraped 
its walls clean of all granulation tissue, etc., 
washed it well out with carbolic solution, and 
drained it, using ,a large rubber drainage tube 
about the size of my index finger. Nothing pecu¬ 
liar happened about the progress of the case. No 
rise in the temperature followed, and in course of 
time, the tube having been shortened by degrees, 
the wound healed, leaving the woman without any 
evidence (that is, excepting the scar) of having 
had the abscess at all, and without any evidence 
whatever of spinal disease, all the movements being 
free, rhythmical and painless. In that condition 
she left the hospital apparently well; but, when I 
saw her for the last time, just before her discharge, 
I made a remark to those of you who happened to 
be with me to the effect that I did not look upon 
that patient’s future quite so favourably as I might 
have been expected to do, seeing the rapid and com¬ 
plete recovery she had made; the abscess having 
entirely disappeared, the abdomen as far as we 
could ascertain being quite healthy, and the spine 
perfectly supple. The subsequent history of the 
case entirely justified my apprehension about the 
woman’s future. Since that time, the usual 
evidence of spinal disease has shown itself. 

I should like to call your attention particularly 

to the reason which led me tq give that somewhat 
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unfavourable prognosis in this woman’s case, which 
at first sight seemed to promise so well. The 
reason of my unfavourable prognosis lay in the age 
of the patient—32 years. 

You will find, as a matter of fact, and it is a 
good practical point to bear in mind, that the 
prognosis in all these cases of psoas abscess, 
indeed I may say in all cases of spinal abscesses, 
whether they are psoas or simply lumbar, or a 
combination of the two, the prognosis becomes 
more and more unfavourable as the patients pass 
to the wrong side of 25 years of age. Seeing that 
this woman was 32 I had some apprehension in 
my own mind whether after all the cure which 
seemed so good might not be deceptive, and you 
see that my apprehension has turned out to be 
justified, for the woman is now suffering, as I have 
already stated, from very fairly well-marked disease 
of the spine. The case, therefore, presents two 
very practical points for your consideration, the 
first being this:—psoas abscess is not necessarily 
associated with any other objective sign of spinal 
disease, although that disease may exist. The 
second point is the importance of bearing in mind 
that the prognosis of these cases is, as a rule, 
grave after the age of 25, and increases in gravity 
with increasing age.* 

In contrast with this case allow me to mention 
another one, which is a most excellent example, 
to show two or three other points in connection 
with psoas abscess. About a week ago there 
came up to see me in the surgery a man, whose 
case I demonstrated to some of you, who now 
must be nearly 30 years of age. Five years ago 
or thereabouts I operated upon him for a large 
double psoas abscess. At the time he was ad¬ 
mitted into the hospital the whole of his spine 
was rigid from the sacrum up to a point as high as 
the top of his scapula. There was no movement 
in the spine at all. He had all the usual symptoms, 
local pain, girdle pain, pain produced by percus¬ 
sion; rigidity, and so on. Nothing could be 
more characteristic than the spinal symptoms which 
he presented, and he also had, making the case as 
severe as it could be in the absence of angular cur¬ 
vature, not merely a single psoas abscess, but one 
on each side. The abscess on the right side had 
passed well down under Poupart’s ligament into the 


• This is true, speaking generally; occasional exceptions 
may, however, be met with in small residual abscesses 
(connected with old standing “cured” spinal disease), 
which become troublesome late in life. 


groin, that on the leftside was just passing under the 
ligament, but had not yet got into the thigh. It 
appeared to be a very advanced, and at first sight 
a very unfavourable case; but this man was under 
25 years of age. I operated on these abscesses, 
opening the one on the right side in the most 
prominent part, just by Poupart’s ligament, the 
one on the left side being opened through the 
loin. I scraped the cavities very freely, afterwards 
washing them out as thoroughly as possible with 
antiseptic solutions. The patient did admirably 
well, and one day whilst we were dressing the 
wound, there came from one of these abscesses— 
I forget which it was now—a sequestrum, a loose 
piece of dead bone, rather larger than a filbert. 
When that happened, although the case seemed to 
be so bad altogether, I remember pointing out the 
fact that the coming away of that piece of loose 
bone in such a manner, made the prospect of the 
man’s case very much better than it had previously 
appeared. To make a long story short, we were 
able, with very great care to keep these abscesses 
quite aseptic; no rise in his temperature followed, 
finally the abscesses healed, and by degrees 
the spine became less and less stiff. When the 
man left the hospital, which is now more than four 
years ago, his spine was nearly natural, although 
not quite so. He came here to show himself the 
other day. He was a strong, healthy, stoutish 
man. The scars of the operation were, of course, 
apparent, but there was not the least sign whatever 
of any mischief in his spinal column. He has a 
perfectly good and supple spinal column, and he 
can do any ordinary amount of work, and it seems 
unlikely that he will ever be troubled again so long 
as he lives with his old disease. 

The crucial points about the case are these. 
The man’s age was within the limit at which 
the prognosis of the psoas abscess, supposing 
it is properly treated, may be considered to be 
fairly good. The prognosis in these cases is 
never good: at the best it is very little better, 
as a rule, than can be expressed by the word 
“ fair.” So much with regard to his age. The most 
favourable other factors in the case were absence 
of angular curvature and the escape of the piece of 
dead bone. You may take it to be a fact that if in 
the course of treatment of psoas abscess a piece 
of necrosed or carious bone comes away the 
patient’s chances are vastly improved, because 
it shows that the disease in all probability is much 
more limited than seemed likely at first sight If 
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a gross piece of bone, such as came away in this 
man’s case, separates, it is not at all improbable 
that the disease itself may be limited to a body of 
one vertebra. If that happens to be so, with 
proper care and management, a perfect recovery 
may .be looked for; not with a stiff spine, as is com¬ 
monly seen in people who recover from diseases of 
this sort, but with a spine perfectly supple. 

There is another point of interest in the case. 
The abscesses were unusually large. I do not 
think I ever saw larger psoas abscesses than these, 
and they contained an enormous quantity of pus. 
They had a peculiarity also, which is very un¬ 
common as far as I know, viz., that the abscesses 
communicated so freely with one another across 
the middle line, that fluid syringed into the opening 
made on one side, flowed freely out through the 
wound on the opposite side of the body. That 
occurrence is not only uncommon, but has a very 
practical bearing as, so far as I have seen, it only 
happens when the abscesses originate from a limited 
area of disease, a fact which has an important re¬ 
lation to the prognosis of the case, which under 
such circumstances is comparatively favourable. 

Another interesting point arises here:—the size 
of the abscess does not necessarily bear any re¬ 
lation to the extent of the disease. 

It is often found that the largest abscesses 
develop in those cases in which the disease of the 
bones is most limited. For instance, from a small 
area of diseased bone in the centre of a single 
vertebra an enormous double psoas abscess may 
form, which, if the condition of the spinal disease 
were estimated by the size of the abscess, or by the 
rapidity with which it forms, may lead you to think 
that the disease must be very extensive and very 
deep. But that is by no means always the case. I 
have a preparation here which illustrates that point 
very well. It was taken from a patient in the 
hospital in 1887, who came in on account of a very 
large abdominal abscess resembling a lumbar psoas 
abscess—that is to say, a psoas abscess which had 
made its way out of the sheath of the psoas 
muscle, and had passed into the loin. There 
was not sufficient evidence of spinal disease to 
make it certain that the abscess was connected 
with the disease of the spine, and so the abscess, 
being an extremely large one, and having given 
rise to certain symptoms, was opened, a great 
quantity of pus being let out. The case did fairly 
well for four or five days, and then a thing happened 
which is sometimes prone to occur in cases when 


abscesses are laid open in this way—profuse bleed¬ 
ing took place into the abscess cavity, and led to 
the death of the patient from haemorrhage. 

The specimen which the post-mortem provided, 
shows, as you see, in the centre of the body of a 
single vertebra, a small piece of necrosed bone, 
which, although it is not yet quite loose, would 
have become detached I have no doubt in a short 
time. The amount of disease is so small that it 
would hardly have been sufficient to cause any 
general symptoms of spinal disease; it was, how¬ 
ever, quite enough to form the nucleus of this large 
spinal abscess which, having been opened, caused 
the death of the patient from haemorrhage. 

This specimen affords positive evidence of the 
existence of a state of affairs which I believe was 
present in the case of the patient of whom I have 
been speaking; but in that case the necrosed or 
carious bone became completely detached, and 
was thrown off through the abscess, perfect recovery 
following, as might under the circumstances have 
been reasonably expected. A matter of practical 
importance is suggested by the case which afforded 
this specimen, viz., that the extensive opening 
of these spinal abscesses which is nowadays so 
commonly practised is not entirely free from imme¬ 
diate danger which is practically beyond the con¬ 
trol of the surgeon, I mean the danger of serious 
and sometimes fatal haemorrhage. 

Here is another specimen taken from a patient 
who bled to death under similar circumstances 
after the opening of a spinal abscess, from the 
bursting of a large vessel into the cavity. Some 
discretion is, therefore, necessary in determining 
the desirability of free incision; a point I wish to 
discuss, as it is one of those things of which a 
proper knowledge can only be gained by expe¬ 
rience. In my early student days there were 
three methods of treating these large, cold spinal 
abscesses. The first method was to let the patient 
lie until the abscess burst, the second was to empty 
the abscess at intervals by means of the aspirator, 
and the third was incision, but this plan was 
very rarely adopted. The method of allowing an 
abscess to burst, especially a large abscess of this 
kind, was generally bad and usually proved fatal, 
in those days more especially, because no great 
care was taken to keep the parts aseptic, for the 
very simple reason that nothing was known of 
“ asepticism ” then. Hence septicaemia, pyaemia, 
and other forms of blood-poisoning almost always 
used to supervene sooner or later, and the patient 
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nearly always died. Occasionally a case which was 
looked upon as phenomenal, would recover. The 
treatment by aspiration was more successful, but 
foiled as a rule for the same reason. The abscess 
was aspirated; but in a general way the instruments 
used were often not as clean as they should 
have been, not from carelessness, but simply 
because the value of certain sorts of cleanliness 
was not then understood. The unclean instruments 
very often produced much the same effect as the 
infection which occurred in abscesses which burst; 
a rise in temperature, septicaemia, pyaemia, exhaus¬ 
tion used generally to follow, although less often 
than they followed in cases where the abscess was 
allowed to burst. 

The treatment of these abscesses by free incision, 
even now being not altogether devoid of immediate 
danger, in spite of our care in matters of cleanli¬ 
ness, and since this treatment is by no means 
always successful, it is worth while to consider 
whether some of the older treatments may not be 
good under certain circumstances. Speaking 
generally, the best way of treating these spinal 
abscesses in young people is by free incision, 
scraping out, and irrigating with antiseptic solution. 
Drainage, or immediate closure of the wound by 
sutures being subsequently employed, according 
to the suitability of the case. So far as my 
experience goes, the immediate closure of the 
wound is suitable in a minority of cases of psoas 
abscess. 

The sac of a psoas abscess is so large, so 
complicated, and extends so far down generally 
into the thigh, that to lay the whole cavity open, 
scrape its walls thoroughly, and explore the portion 
of the spine with which it is connected, is such a 
severe proceeding in the case of young subjects, 
in whom these abscesses are more common than in 
anybody else, that it is too severe to be undertaken 
in the great majority of cases. In lumbar abscesses, 
that is to say, cases in which the abscess con¬ 
nected with spinal disease goes straight back into 
the loin, and does not extend down the sheath 
of the psoas muscle into the groin, the position of 
things is altogether different, and it is generally 
practicable without performing a very serious 
operation to lay the abscess freely open, scrape 
all the diseased tissue away from its inside, 
possibly get away some diseased bone from the 
spine itself, and afterwards reunite the opening by 
sutures, with a fair prospect of an immediate union 
and a good ultimate result; but as I have just 


mentioned, few psoas abscesses, properly so-called, 
are applicable for this treatment. 

This fact leads us to another point in the treat¬ 
ment of these cases. The aspirator is an instrument 
which has gone somewhat out of fashion in the 
treatment of abscesses—and quite rightly so in 
a general way; but it is an excellent instrument 
when used within proper limits. In treating 
disease, it should never be forgotten that the 
main point in view is to do what is best for the 
patient. The object of the ordinary practitioner 
in any case is not necessarily to carry out a method 
of treatment, which in the abstract is the mast 
scientific; but it is certainly his duty to use the 
means which in his hands are most likely to prove 
beneficial to the patient. Moreover, it by no 
means always follows that a treatment, e.g ,., the 
free laying open of these spinal abscesses, which 
in a hospital theatre appears easy and not un¬ 
promising, is the best method for an ordinary 
practitioner to adopt in the very different cir¬ 
cumstances in which he maybe necessarily placed. 
For my part I have no doubt that in the hands 
of a large number of practitioners, the aspirator 
will, if properly used, give better results in the 
majority of these spinal abscesses than free incision. 

Recovery in former days, when the necessity of 
asepticism was not understood, used sometimes to 
follow in cases of spinal abscesses treated by the 
aspirator. In these days of surgical cleanliness, 
recoveries naturally should be more frequent. I 
would therefore strongly recommend those of you 
who have later on to practise in less advantageous 
circumstances, from a surgical point of view, th a n 
some of us whom you see working with all the 
facilities which are afforded in a large hospital, to 
adopt, when practicable, milder methods of treat¬ 
ment in preference to those which are more severe. 
Especially would I advise you to consider the 
aspirator as worthy of trial before proceeding to 
the free laying open, scraping, etc., of large spinal 
abscesses. By the discreet use of this instrument 
a certain percentage of recoveries may be antici¬ 
pated, and if no brilliant and immediate result 
follows, at least no disaster will ensue, as may 
easily happen in the treatment by free incision if 
applied under any but the most advantageous con¬ 
ditions in relation to technique and surroundings. 

The aspirator, like every other instrument, re¬ 
quires to be used in the right way. The abscess 
should not be emptied completely at one tapping. 
At the first aspiration about half the contents 
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should be removed, a week later half the re¬ 
mainder should be taken away, and a few days or 
a week subsequently the remaining contents may 
be completely evacuated—the abscess being after¬ 
wards kept as empty as possible by the use of the 
aspirator as often as necessary. In thus advocat¬ 
ing the use of the aspirator under certain restric¬ 
tions, I am aware that I lay myself open to the 
criticism that the plan is old-fashioned and incon¬ 
sistent with the most modern views; nevertheless, 
I feel after some practical experience of the 
matter that, speaking generally, my views are not 
altogether opposed to reasonable prudence and 
common sense. Of one thing I am sure—viz., 
that better results will, as a rule, ultimately follow 
the use of the aspirator than the use of free inci¬ 
sion' in late large spinal abscesses . I mean those 
met with about middle age or later, which are, as 
often as not, merely residual in character, and do 
not necessarily afford any evidence of active spinal 
disease. 

In conclusion, let me commend to your notice 
the following practical deductions, which form an 
epitome of the main points, which I wish at present 
to impress upon you in connection with the subject 
of this lecture :— 

I. Although rigidity and other objective signs of 
caries of the spine nearly always co-exist with psoas 
abscess, cases are sometimes met with in which the 
abscess is the only evidence of spinal disease , all 
other symptoms being wanting. 

II. The size of the abscess has no necessary 
relation to the extent of the disease in the spinal 
column; some of the largest abscesses are those 
connected with disease, practically limited to the 
body of a single vertebra. 

III. Speaking generally the gravity of the 
prognosis in psoas abscess increases with every 
year after the age of 25. 

IV. Recovery from psoas abscess without leaving 
any evidence whatever of disease of the spine may 
occur, and caeteris paribus the recovery is usually 
moat complete in cases in which a distinct mass of 
necrosed or carious bone comes away. 

V. The treatment by free incision, scraping, and 
immediate union of the wound by suture is appli¬ 
cable to only a small number of cases of psoas 
abscess , although in lumbar abscess it is suitable for 
the majority of instances in young people. 

VI. In patients of middle age and over, treat¬ 
ment of the abscess by aspiration will, in the 
hands of the ordinary practitioner, give better 
results in the aggregate than free incision. 


A FEW REMARKS ON 
SEPTIC THROMBOSIS OF THE 
LATERAL SINUS, WITH 
AN ACCOUNT OF THREE CASES. 

Read before the North-West London Clinical Society, 
April 17, 1895, 

By WILLIAM H. BATTLE, F.R.O.S., 
Assistant Surgeon to St. Thomas's Hospital. 


Gentlemen, — I hardly think that it is necessary 
to remind you of the great mortality which still 
attends the condition to which I wish to draw the 
attention of this Society to-night. A few years ago 
these cases were put down in the post-mortem 
books as idiopathic pyaemia, and even later, when 
the cause of the pyaemia was understood, the ad¬ 
mission of such cases was always followed by 
death, and no attempt was considered likely to be 
successful in saving life. Attempts were made to 
give relief by means of leeches applied to the 
mastoid; and I have more than once been re¬ 
quested by a physician to make a free incision 
into the mastoid, and allow the wound to bleed. 
Some relief was afforded to the headache, but of 
course the ending was the same. Now we are in 
a different position, and if the patient is submitted 
to operation at a sufficiently early date, a good prog¬ 
nosis may be given in a large number of the cases. 

I need not dwell on the history of the altered 
views now held, with which the name of English 
surgery is so honourably connected; it is known to 
you all. I will simply content myself with giving 
the notes of my cases, and then make a few re¬ 
marks which they have suggested to me. 

W. N., aged 14, was admitted into St. Thomas’s 
Hospital on May 7th, 1894. 

He had suffered from disease of the middle ear, 
with purulent discharge and partial deafness on 
the right side for some time, ever since he could 
remember, and his ear used to ache. He had 
some treatment for the ear ten years ago, but the 
discharge, with occasional attacks of pain, recurred 
from time to time. The present illness commenced 
with pain about the head on the right side, and 
some sickness, about five days before admission; he 
had also had one or two rigors and some delirium, 
whilst the headache had become worse; he suffered 
from fever and was becoming drowsy. 

On admission the boy had a dusky face, com¬ 
plained of severe headache, and had a high 


temperature, 103°. Local examination showed, 
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some purulent discharge which came from the 
right middle ear; the presence of a very consider¬ 
able enlargement of glands on the right side of the 
neck; and a general tenderness of the glands, 
mastoid process, especially over the mastoid fora¬ 
men, and right occipital region; there was no 
oedema or redness over the mastoid process. 
Slight optic neuritis was present in the right eye, 
and there were signs of early pneumonia at the 
left base. 

At the operation, which was done about ten 
p.m., the mastoid process was trephined, and the 
sulcus lateralis opened up, the former contained a 
quantity of thick yellow pus, the latter a larger 
amount of thin extremely offensive pus, which was 
lying in a cavity, the lining of which was shreddy 
with sloughs. Pressure under the ear caused an 
increased flow from the extra-dural cavity. These 
abscess cavities were washed out carefully with 
perchloride of mercury, i in iooo, and the mastoid 
process scraped out. An incision was then made 
in the line of the internal jugular vein, the glands 
were, however, so much matted together that it 
was necessary to extend the incision lower down, 
and secure the vein below the level of the cricoid. 
This was, however, not easily done, because an 
inflammatory exudation along the vessels thickened 
and bound the parts together, so that they were 
hard to separate, and the pulsation of the carotid 
artery could not be easily felt. Two ligatures were 
placed round the vein, the lower one was tied, the 
vein then cut across, and as puncture of the lateral 
sinus proved it to contain fluid blood, and blood 
flowed freely from the upper end of the vein, that 
was closed, and no opening made into the sinus. 

The wound in the neck was sutured without 
drainage, but the wound of the head was dressed 
with iodoform, only partly closed, and freely 
drained. 

At midnight the temperature was only 99°; had 
fallen to 96.8° at noon on the 8th; rose again to 
ioo° at midnight of that day, but did not after¬ 
wards exceed 99.8°. 

All his pain was relieved by the operation, and 
the crepitation at the left base cleared away within 
two days. On the 25 th there was no optic neuritis. 
The wound in the neck healed by first intention, 
the cranial wound continued open and discharg¬ 
ing until about June 10th, and for the greater part 
of the time was very offensive. The glandular 
swelling slowly disappeared, and no suppuration 
subsequently occurred in the neck. 


I considered that the patient was suffering from 
pyaemia in an early stage, and that two of the 
symptoms were especially unfavourable in con¬ 
sidering the prognosis, the duskiness of the face, 
and the signs of pneumonia. I did not, however, 
regard the condition as hopeless, for it is hardly 
possible to say when patients suffering from this 
most severe complication of middle ear disease are 
beyond chance of recovery if surgical aid is 
afforded. 

A boy, aged 10, was admitted to the Royal 
Free Hospital on 14th January, 1895. 

There was a history of discharge from the left 
ear since the patient was teething, it started with¬ 
out any known cause, and continued on and off 
until recently, wljen he complained of severe pain 
in the ear. » 


On Tuesday, January 8th, he returned home 
from school, complaining of pain in the ear and 
slight headache, but there was no discharge. On 
the 12 th, the headache became worse, and a red 
swelling was noticed behind the ear. On the 13th, 
he became light-headed, the swelling grew and 
soon burst, discharging some reddish-black offen¬ 
sive material. After this, he is said to have 
improved somewhat, but on the 14th, was worse 
again, and the parents were directed to take him 
to a hospital. 

On admission his face was extremely white, 
the pupils unequally dilated. He was delirious, 
but able to answer questions rationally. T. 104°. 
He complained of great pain in the left ear, left 
temporal and frontal regions. There was an 
offensive discharge from the left ear, and a con¬ 
siderable amount of swelling and oedema behind 
that ear, extending some way down the neck. The 
boy held the neck very still and rigid, and bent 
his head towards the left side, and slightly back¬ 
wards. He occasionally gave a sharp scream. 
The point of greatest tenderness on pressure was not 
over the mastoid foramen, but immediately above 
the mastoid process. 

At the operation, which took place as soon as 
possible after admission, the upper part of 
the first incision laid bare a small area of yellowish 
bone, from which the pericranium had been lifted 
by a quantity of thin brownish offensive pus. The 
mastoid antrum contained a small amount of 
reddish, extremely offensive material, which was 
scraped away with the sharp spoon. The opening 
in the bone was extended backwards into the 
sulcus lateralis, where thin foetid pus was also found 
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The dura mater was yellowish in colour, and in 
the position of the lateral sinus, more shreddy than 
elsewhere, and it was evident that the outer wall 
of the sinus was wanting at this point. No incision 
was made through the dura mater, the wound was 
washed out with perchloride solution, and iodoform 
placed in it. No stitches were inserted. Sal 
alembroth gauze and wool were used as dressings. 

The jugular vein was not ligatured on account 
of the extremely bad condition of the patient. 

After the operation, which was performed at four 
p.m., the boy did not improve, in the evening he 
became decidedly worse, and had one or two 
fits with conjugate deviation of the eyes upwards 
and towards the left, the temperature which had 
fallen to ioo.6° gradually rose, until at the time of 
death it had reached 106.8° (in the rectum.) 

At the post-mortem examination the dura 
mater over the convexity of the brain was found 
to be healthy, and there was no meningitis of the 
vertex of the brain. No thrombosis in the superior 
or inferior longitudinal sinus. On removing the 
brain, it was found that the cerebellum was 
attached to the dura mater of the posterior fossa, 
and as they were being separated, pus exuded from 
the substance of the cerebellum, showing an 
abscess about £ in. deep; the edges of the opening 
were thin and discoloured. The abscess was on 
the under surface of the left lobe of the cerebellum, 
not more than £ inch from the portion of dura 
mater which was exposed at the operation. The 
dura mater over the posterior and anterior surface 
of the petrous bone was much separated from the 
bone, the latter being discoloured. There was a 
small thrombus in the lateral sinus, and some local 
meningitis. The other organs were healthy. 

It is important to note in this case, the absence 
of rigors, and of vomiting in the previous history, 
the continuance of the ear discharge at the 
admission of the patient; and the absence of 
glandular swelling in the neck. 

The cerebellar abscess was too small to give rise 
to symptoms, and did not affect the ultimate result. 
A small abscess such as this is is not an infrequent 
complication of septic thrombosis of the lateral 
sinus. 

N. T., aged 28, a married woman, was admitted 
into the Royal Free Hospital on the 27 th March 
of this year. 

For some years she had had middle ear disease 
with discharge. On the 21st instant she had a 
rigor with headache, and was treated for influenza. 


The discharge from the ear had stopped or greatly 
diminished. The headache increased very much. 
On the 24th there was a series of rigors with 
vomiting, and there has been a discharge from 
the ear since; there was great tenderness behind 
the ear, and swelling appeared in the neck. She 
had vomited, and the headache was becoming 
more severe. On admission she looked extremely 
ill, with anxious, drawn, pale face, and occasionally 
cried out with the pain in her head, which she 
referred to her forehead, but answered questions 
clearly. Respiration was quick and shallow, the 
pulse rapid and feeble. Her temperature was 
102.6°, and she stated that she had not been able 
to sleep for gome nights. The pupils were equal, 
and acting to light. There was no discharge from 
the ear, nor swelling, or special tenderness over 
the mastoid process; neither was pain experienced 
when firm pressure was made over the situation 
of the mastoid foramen. Attempts to move the 
head caused pain on the left side of the neck, and 
there was a distinct fulness between the sterno- 
mastoid and the angle of the jaw, with tenderness. 
One small inflamed gland could be felt in this 
situation. The only other part where tenderness 
was elicited was above the mastoid process along 
the side of the head. The tongue was dry and 
furred; the bowels had not acted for two days. 
Examination of the ear with the speculum showed 
the membrana tympani had been destroyed, and a 
dry condition of the middle ear was seen. 

The house-surgeon, Mr. Templeton, had come 
to the conclusion that the case was an urgent one 
of pysemic thrombosis of the lateral sinus, and 
regarded operation as imperatively indicated, and 
I agreed with him. 

The patient was placed under the influence of 
A.C.E. mixture, and the mastoid process explored, 
without evidence being obtained of pus in that 
situation; but when the sulcus lateralis was reached 
by extension of the opening in the bone, a small 
quantity of thin, brownish, very offensive pus 
escaped. When the lateral sinus had been fully 
exposed the dura mater was a yellowish-brown 
colour, and there was no pulsation—it felt almost 
like wet wash-leather. An incision was then made 
over the internal jugular vein in the middle of the 
neck, and the vessel divided between forceps just 
above the omo-hyoid muscle. The lower part was 
secured with a ligature, and the upper part held 
until the lateral sinus had been freely opened; 
after which an antiseptic solution was forced 
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through from the sinus to the free extremity of the 
divided vein. The distance to which the clot 
extended from the sinus could not be ascertained, 
but there was bleeding from the upper part of the 
vein when the grasp of the forceps was relaxed. 
As much as possible of the friable offensive clot 
was removed from the posterior part of the lateral 
sinus with a sharp spoon, but was not to any large 
amount. Powdered iodoform was placed in the 
sinus, and the wound behind the ear partly closed 
with a suture. The neck wound was sutured 
without drainage. 

I pointed out that although the diagnosis had 
been proved correct the prognosis was unsatis¬ 
factory ; the patient had been ill for a week, and 
though there were no signs of pyaemic infarcts in 
the lungs, yet it was not possible to state how far 
the thrombosis extended, whilst the severity of the 
headache and its site made it possible that the 
patient had, in addition to the thrombosis, a 
purulent meningitis. The absence of tenderness 
behind the mastoid process was also noteworthy. 

The pulse was about 140 after operation and 
very quick. She was very restless and wakeful 
through the night, and had a great deal of pain. 
About eight o’clock on the following morning she 
shivered for about ten minutes, became very dusky 
in the face, and her temperature rose from 97° to 
103.2 0 . There was a trace of albumen in the urine. 
The pulse and respiration were quick during the 
day, and towards evening she again became drowsy. 
Later on she became sometimes delirious, some¬ 
times sensible; had rapid, shallow breathing, 
running pulse, and both pupils became dilated. 
Coma supervened, and she died at 3 a.m. of the 
29th, with a temperature of 105.8°. 

At the post-mortem examination, the membranes 
of the brain were slightly thickened and adherent 
to the roof and sides of the skull. There was 
congestion of the veins of the pia mater, especially 
on the left side. Complete thrombosis of left 
lateral sinus. On the under surface of the brain 
from the crux forward to the anterior part of the 
left frontal lobe, there was a layer of pus; pus was 
also found on the under surface of the tentorium. 
No abscess was found, but the whole upper sur¬ 
face of the cerebellum was gangrenous, especially 
on the right side. The lower lobe of each lung 
was congested. Spleen congested and diffluent. 
Other organs healthy. 

This small group of cases has appeared to me 
to present a very interesting study of one of the 


most serious complications of otitis media, and 
shows how the symptoms may vary in different 
cases, when they come under the notice of a 
surgeon for operation. 

With regard to a fairly typical case, Mr. 
McEwen writes, “In a case of chronic otitis 
media, the cessation of otorrhcea coincident with 
accession of persistent otalgia extending into 
cephalalgia, high temperature with marked fluc¬ 
tuations, vomiting, and rigors, ought to be regarded 
as pointing in the direction of thrombosis of the 
sigmoid sinus.” 

In these three cases there were certain symp¬ 
toms in common which led to a correct diagnosis; 
but in one of them there was no history of rigors 
or vomiting, the ear discharge continued, and the 
point of greatest tenderness was above the mas¬ 
toid process. That was the patient in whom acute 
inflammation of bone had occurred, a cerebellar 
abscess co-existing with the thrombosis. There 
the diagnosis rested on the history of chronic 
disease of the ear, the high temperature, severe 
headache, and the swelling with tenderness in 
the upper part of the neck, along the course of 
the internal jugular vein. 

This swelling with tenderness along the in¬ 
ternal jugular vein, accompanying a feverish 
attack, with or without a history of rigors, is, I 
think, an important sign, when found in a case of 
chronic ear discharge, especially when there is no 
enlargement of the glands. It usually indicates 
spread of inflammation along the vein, and some¬ 
times even the presence of pus in the neck, which 
has escaped by the side of the vein through the 
jugular foramen; but it is quite rare to find so 
large an abscess as that met with in the first case, 
where the offensive pus could be pressed into the 
sinus from the neck swelling. It was thought that 
an abscess in the neck would certainly result from 
this extension of the pus, but luckily it did not do 
so. The most common cause for such an abscess 
is the giving way of the wall of the vein when 
occupied by a suppurating thrombus. 

The excessive amount of exudation under the 
deep cervical fascia, and the very considerable en¬ 
largement and matting of the glands in the first 
case is noteworthy; but glandular enlargement is 
not always found in these cases, and is, therefore, 
of little diagnostic value. 

The pain complained of is usually about the ear 
and side of the head, on the side affected, and the 
excessive frontal headache which was so severe 
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that it made the patient scream with agony, in the 
third case, made me suspect the presence of 
meningitis. 

Some surgeons are of opinion that pressure over 
the mastoid foramen is productive of excessive 
tenderness in all subjects of this disease, and that it 
is an infallible sign; but in two of these cases the 
main point of tenderness was not there, and there¬ 
fore the absence of it must not be taken as contra¬ 
indicating operation or proving the absence of a 
septic thrombosis. 

Another place where pressure sometimes oc¬ 
casions pain is over the occipital region, here also 
swelling may sometimes be found. 

The prognosis is very bad when pneumonia is 
present; few recover, though recovery is not un¬ 
known ; still, as it results from the conveyance of 
infective particles from the septic thrombus, al¬ 
though not regarded as a reason for not operating 
in its early stages, if it is not too extensive, yet it 
makes the prospect much more serious. There is 
one point which I should like to remind you of 
with regard to the lung complications, it is that the 
internal jugular vein is not the only route by 
which infective thrombi get to the lungs. The 
vertebral veins may also carry them, and although 
the main route by the internal jugular be blocked 
by ligature, the by-ways remain, and may prevent 
an operation from proving a success. A case in 
which I operated at St. Thomas’s a couple of 
years ago proved fatal in this way. 

As regards operation the indications are— 

1. To remove the bony wall of the sigmoid 
sinus and evacuate any pus, whether outside the 
lateral sinus or pent up with septic clot in the 
interior of the venous sinus. 

2. To block the main channel along which the 
emboli would travel, by means of ligature after 
section of the internal jugular vein. 

3. To remove clot from sinus or vein as far as 
possible. 

4. To clear the mastoid cells. 

5. To treat complications as they arise. 

6. To perform the operation as soon as possible. 
A patient has been successfully submitted to 
operation a month and two days after the com¬ 
mencement of symptoms, but the two fatal cases 
brought forward, and very many others, show how 
very rapidly cerebral or meningeal inflammations 
may be superadded and prove fatal, without 
general pyaemic infection. 


NOTES OF CASES DEMONSTRATED 
AT THE CLINICAL MUSEUM, 

BY 

JONATHAN HUTCHINSON, F.R.S., IiL.D. 


Tuesday, April 9, 1895. 

Morphoea Herpetiformis on One Foot 
affecting the region of the External 
Saphena Nerve. 

The subject of this case, Mrs. Bruce, had attended 
the demonstrations eighteen months ago, and a 
portrait representing the then condition of her 
foot has been preserved in the museum. This 
portrait was now produced for comparison with 
the present state. The characteristic conditions 
had almost wholly disappeared, and a large ulcer 
which was formerly present had quite healed. 
Where the morphoea patch had been the skin is 
now tight and branny. 

Comments. This case shows the usual tendency 
of the ivory-patch morphoea to undergo a slow 
restoration to a state of health. The case is a 
very peculiar one, and I have only seen one other 
exactly like it. Of that a drawing was given me 
by Dr. Hugh R. Jones, of Liverpool. I show you 
a drawing of Dr. Jones’s case, in order that you 
may see how almost exactly similar the two were. 
In that case the patient was a young labouring 
man; in mine, as we have seen, she is an elderly 
woman. The peculiar features in which the two 
cases correspond are that, in each, one foot only was 
affected, and that the disease did not extend much 
up the leg. In each instance a large irregular 
patch, chiefly on the outer side of the foot, became 
indurated and converted into what looked like 
yellowish leather. As usual, in both the onset of 
the disease was rather sudden, and there was no 
subsequent tendency to extension. Dr. Jones has 
been kind enough to report to me that in his case, 
as in mine, there has been improvement recently. 
No doubt the external saphenous nerve is the one 
implicated, but in both cases the patch involved is 
somewhat irregular in shape, making it difficult to 
limit it exactly to the territory of this nerve only. 
The drawings are very valuable as showing how 
almost exactly similar certain very rare forms of 
disease may be. I do not claim for the treatment 
which we have adopted in Mrs. B.’s case any 
special credit, for the disease is, as I have already 
said, one that undergoes spontaneous cure. 


Case of General Ichthyosis. 

This subject of this case was a young man, aged 
20, who was brought by Mr. Hitchins. The xero¬ 
dermic condition was general, the skin being 
everywhere harsh, dry and slightly scaly. He had 
also a general tendency to a sort of indolent lichen. 
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especially on the outer aspect of his upper arms 
and thighs—the cacotrophia folliculorum of Dr. 
Tilbury Fox. The man stated that his only brother 
was in a similar condition, but that his seven 
sisters were all free. Neither it nor any form of 
skin disease was known to have existed previously 
in the family. The condition did not entail any 
special inconvenience, and, according to the 
patient’s testimony, it was not attended by any 
defect in the sudoriparous glands. 

Comments . We have, in this case, an ordinary 
example of the family form of congenital xero¬ 
dermia. The cause is a defect in development of 
the skin. This defect may involve different ele¬ 
ments and structures in different cases. Thus, in 
some cases, there is a tendency to papillary growth 
of which we have no evidence in this instance. 
In many there is defect as regards the sweat 
glands, of which again in this instance there is no 
proof. In the present case the epidermis is the 
layer chiefly affected. As usual, two in the family 
are affected. This is almost invariably the case. 
In this instance it has happened that the only 
males in the family have suffered whilst the 
females have escaped; but concerning this point 
I have not been able to observe any general law. 
The patient believes that none of his predecessors 
have suffered from skin disease. I can well 
believe that none of them have been ichthyotic, 
for it is quite exceptional to find that there is any 
inheritance by direct descent. I should, however, 
much suspect that, if the facts were known, we 
should find that some predecessor had suffered 
from psoriasis. I believe that most examples of 
what are called “ family diseases,” of which ich¬ 
thyosis is one of the most typical, are produced 
by transmutation in transmission. I have placed 
on the easel for your inspection the portrait of a 
girl who was the subject of one of the most severe 
forms of ichthyosis I ever saw. Several of her 
brothers and sisters had died in early infancy in 
consequence of the severe malformation of the 
skin, and her mother stated that she had only just 
succeeded in keeping this one alive. Now, the 
father of this family was himself not ichthyotic, 
but the subject of psoriasis. I have received this 
history in several other cases, so many that I can¬ 
not think the connection is accidental. 

Case of Devergie’s Lichen. 

The subject of this case was a boy, aged 6, 
brought by Dr. Abraham, but whom I had seen 
two years ago through the courtesy of Mr. Stephen 
Paget. He was the subject of a very mixed form 
of dermatitis. On his body it took the form of 
lichen, and approached the condition sometimes 
named lichen spinulosus. On his knees and 
elbows, however, there were circumscribed patches 
exactly in the psoriasis positions which were simply 


rough and desquamating. The palms of his hands 
and fingers from the pulps of the latter to his wrists 
were red, dry, and cracked. This condition was 
abruptly limited to the palmar aspect, and did not 
affect the backs of the hands in the least The 
soles of his feet were peeling. A thick layer of 
epidermis, tough, and firmly coherent, was in pro¬ 
cess of being shed. It was so like a piece of thin 
glove-leather that at first on pulling it off I mistook 
and thought that it must be some thin yellow 
plaster which he had applied. When this was 
pulled off it left the skin soft and quite pale 
beneath. The whole of the boy’s scalp was 
covered with a seborrhceic crust. He was a little 
puny lad but not unhealthy. His mother’s history 
was probably not very trustworthy, but she as¬ 
serted that the eruption was at times almost well. 
It had been at its worst two years ago when I saw 
him. She did not admit that it was congenital. 
Around the mouth and nose the condition was not 
to be distinguished from chronic eczema, whilst 
the skin of the nape of his neck was covered by 
rough lichen papules. 

Comments . It would, I think, puzzle anyone to 
find in the current nomenclature of systematic 
works any suitable name for this disease. The 
type of dermatitis presented varies in different 
parts. On his shoulders and trunk it is the 
chronic form of lichen which some are accustomed 
to know as Devergie’s lichen. On his elbows and 
knees you might take it for psoriasis, and on his 
scalp for a chronic seborrhoea. His palms and 
his soles do not fit with anything, for common 
psoriasis usually affects the backs of the hands, 
which are here wholly exempt. The boy’s mother 
will not admit that the skin was affected in his 
infancy, and she asserts that the condition varies 
much at different times, and that he gets what she 
calls “ attacks.” Had it not been for these state¬ 


ments, I should have felt very confident that the 
disease is really allied to congenital xerodermia, 
and I may confess that I feel much inclined to 
hold to that opinion, and to be sceptical as to the 
accuracy of the mother’s observations. I have 
seen a good many cases more or less like it, 
always in young children, and almost always under 
conditions which have seemed to imply congenital 
imperfection in the development of the skin. Very 
probably there is, if we could get at the truth, 
some inheritance of tendency to psoriasis, as I 
have suggested in the preceding case. No case 
could better illustrate the futility of attempting to 
classify everything under conventional names. 
Many of the names which we use are applicable 
to morbid processes, and not to the sum total of 
the malady. Thus seborrhoea is the name for a 
process which may be a part of many different 
diseases, and the term eczema is again a name for 


a form of dermatitis which may complicate many 
maladies. I feel confident that the true clue by 
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which to interpret not a few of these exceptional 
cases is by referring them to the laws of hereditary 
transmission. 

\Note . At a subsequent demonstration (May 1st) 
this boy was brought forward again to show almost 
complete cure by the use of local applications 
under Dr. Abraham’s care. The palms were still 
red and dry, but the rest of the skin was well. 
Thus the mother’s statement was corroborated.] 

Xanthelasma Diabeticorum. 

For the opportunity of seeing this patient we 
are indebted to Dr. Barrett of the St. John's 
Hospital. The patient, a man aged 52, is very 
stout and apparently in excellent health. He says 
that he has never in his life had any illness, and 
has never been bilious or had any approach to 
jaundice. His eruption began about six weeks 
ago, and at the same time he became aware that 
he was passing more urine than customary. The 
quantity, however, was not very large, and he had 
no other indications of failure in health. Dr. 
Barrett informs us that the urine is of high 
specific gravity, and contains much sugar. The 
eruption is almost confined to the limbs, if we 
may include in that term the haunches and shoulders. 
It consists of little firm papules about the size of 
peas, of a deep, but dull, yellow colour. There is 
not the slightest congestion of the intervening skin. 
Most of the patches are slightly umbilicated, and 
many show a peculiar three-lobed arrangement. 
If we trace them in their earliest stages, I think 
we may feel tolerably certain that they have formed 
around hair follicles. There is no xanthelasma of 
the eyelids. 

Comments . Let me show you as illustrative of 
this case the portrait of a patient who suffered from 
a precisely similar state of things. In him the 
eruption was yet more abundant, and it occurred 
in somewhat different positions, for it was plentiful 
on the face and trunk. It was also of a much 
lighter tint of yellow, as is well shown in the draw¬ 
ing. In essential features, however, the two cases 
were alike, both being in strong men who had 
previously enjoyed good health. 

Respecting the case to which my drawing 
belongs, I am able to report, through the kindness 
of Dr. Williams of Barrow-in-Furness, under whose 
care the patient is, that in the course of about two 
years the eruption has almost wholly disappeared, 
and that the man is now in good health. In that 
case, although there was no trace of jaundice, the 
man, and also one of his brothers, had suffered 
severely from sick headaches. We examined his 
urine repeatedly, and never once detected sugar. 
His case, was however, exactly like other examples 
of glycosuric xanthoma, and I have no doubt that 
a disturbance in the function of the liver, which is 
no doubt at the bottom of them all, was present in 
him also. In all these cases, the condition is 


rather one to be called glycosuria than diabetes, 
for the condition is transitory, and is not attended 
by the loss of flesh and strength which usually 
attends the latter. The cases are very infrequent, 
but enough have been recorded to justify us in the 
statement that the prognosis is always good. After 
the duration of a year or more, the yellow papules 
will clear away. I believe that the cure will be 
helped by the administration of small doses of 
mercury, and large ones of taraxacum. This form 
of xanthoma is very different in most of its features 
from that which occurs in connection with chronic 
jaundice, and which is usually preceded by patches 
on the eyelids (of this latter form some drawings were 
shown). We owe to the late Sir William Gull the 
first observations of the xanthoma of diabetics. 


Keloid of Cicatrix. Cure of Tertiary 
Syphilis. 

The subject of this case was an old Irishwoman, 
brought by Mr. G. W. Sequeira. She displayed in 
the middle of her chest a large, very superficial 
scar. It was scarcely to be distinguished as a 
scar by anything more than its comparative 
whiteness. It had resulted, she said, from her 
having rubbed herself, for bronchitis, too vigor¬ 
ously with turpentine. In the middle of this scar, 
which was as large as an outspread hand, there 
were some long florid bands of cicatricial keloid. 
The patient had many years ago suffered from 
syphilis and had many scars of rupia, none of 
these had, however, shown any tendency to 
develop keloid. 

Comments . Mr. Sequeira’s patient affords a 
good example of what may be called the true 
keloid of scars. It is quite different from the 
thickened scar and from the scar which contracts. 
You will notice that the rest of the scar is perfectly 
supple and that the keloid ridges are abruptly 
defined, and, though thick and glossy, show not 
the slightest tendency to contract. In the ordinary 
thickened scar the thickness is present from the 
day that the wound healed and does not increase, 
whilst in keloid it is a growth which develops 
after healing has taken place and may continue to 
increase for a considerable time. It would appear 
that for some reason the skin of the middle of the 
chest is especially prone to take on keloid growth. 
Most of our Atlas-illustrations of it show it in this 
position. 

I may just ask your attention to the fact that the 
patient offers us a very good example of recovery 
from tertiary syphilis. She had tracheotomy done 
six years ago for syphilitic laryngitis, but she now 
speaks and breathes well and the tracheotomy 
wound is soundly healed. Her primary disease 
was at least twenty years ago, and for some years 
past she has been quite free from all traces of the 
malady. I do not think that we can reasonably 
attribute her keloid to it, for, although, undoubt- 
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edly keloid often attacks the scars left by syphilitic 
ulcers, yet it never did so in this instance. 


Eczema or Lupus. 

A thin, delicate-looking man was sent by Dr. 
Alfred Eddowes in order to show three patches on 
his hand, concerning which it was difficult to say 
whether they should be considered eczema or 
lupus. The man was a tailor, and suffered from 
a bad cough, but he did not know of any 
tuberculous antecedents. Two of the patches 
were on the left hand on the backs of the fingers, 
and a third was on the back of the wrist of the 
right hand. They were all abruptly circumscribed, 
much thickened and covered with a thin crust. Had 
any one of them been alone, it would probably 
have been diagnosed as necrogenic lupus; but 
the conditions were not such as to wholly exclude 
the hope that the disease might prove to be only 
inflamed eczema. 

Comments. This is one of the cases in which 
our diagnosis must depend in part on the results 
of treatment. It is not unfrequently impossible to 
give a definite opinion based upon the features of 
the disease only, and without regard to the effect 
of remedies. If these patches can be cured by the 
remedies for eczema, without leaving any scars, 
then we may believe that they are eczematous only. 
If, however, they persist in spite of treatment, 
steadily advancing at their edges, and are un¬ 
attended by any other eczema developments, then 
we shall have to consider lupus. It is very 
possible that the patient is tuberculous, and the 
abrupt limitation of the patches and their thickness, 
and the entire absence of any tendency to assume 
diffuse eczematous conditions must make us view 
them with suspicion. 


Multiple Subcutaneous Tumours in an 
Infant (Query Abscesses.) 

We are indebted to Dr. Abraham for the oppor¬ 
tunity of seeing this patient. The child, a baby 
of 7 months old, is fat, and appears to be quite 
well and healthy. She allows to examine the little 
lumps which constitute her disease without evincing 
any pain, unless we nip them or press hard. There 
are probably at least twenty indurations of various 
sizes in the subcutaneous cellular tissue of different 
parts of the body and limbs. The smallest are not 
bigger than peas, and the largest as big as cherries. 
Some of them are visible and of a bluish tint, but 
others can be found only by the finger. In no 
case is there any redness of the skin over them. 
Most of them are more or less adherent to the 
deeper layers of the skin, a statement which 
applies especially to the larger ones. My im¬ 
pression is that some of the largest contain fluid, 
but it is not easy to be certain on this point. The 
child is at the breast, and as you see, apparently 


thriving. She was vaccinated at the age of seven 
weeks, and nothing unusual followed. Excepting 
an attack of thrush, her mother does not admit 
that she has had any illness. The first of the little 
subcutaneous tumours was noticed ten weeks ago 
on the thigh. They have since been increasing 
both in number and in size. 

Comments . This is a case in which the future 
will quickly give us a diagnosis. It is perfectly 
certain that the child, although apparently well, 
has some infective material in her system, which 
is traversing her vessels and implanting itself here 
and there in the subcutaneous cellular tissue. Pro¬ 
bably its implantation occurs in the trunks of 
lymphatic vessels. As we have seen, there is 
no tendency to infection of lymphatic glands. 
Such then is, I think, clearly the theoretic expres¬ 
sion of the disease, but we next have to ask what 
is the probable nature of this infective material, 
and whence has it taken its origin. Three sugges¬ 
tions occur to us. It may be some organism 
originating in connection with common inflamma¬ 
tion ; it may be of the nature of tuberculosis ; or, 
lastly, it may be a new growth of the sarcomatous 
class. One common difficulty meets us as regards All 
three. We cannot find the primary source of in¬ 
fection. The vaccination scars are perfectly sound. 
There has been no open ulcer on any part of the 
surface,, nor are there any indications of an in¬ 
ternal tumour. We will leave the diagnosis un¬ 
certain for the present, for very probably Dr. 
Abraham will open some of the little tumours 
before long, and then we shall know whether'it is 
true, as I much suspect, that they contain pus. I 
do not think that the nodules are sarcomatous, for, 
although they present a bluish tint, and do not 
redden, still they appear to show some tendency to 
point and do not flatten out, as is usual with new 
growths. We encounter multiple subcutaneous 
abscesses every now and then in connection with 
the exanthemata, and more especially with vac¬ 
cinia and varicella. In this instance, however, 
the child is not known to have had chickenpox, 
or to have been exposed to the risk of its con¬ 
tagion, and the interval is too long since the 
vaccination to allow of our attributing them to that. 


CLINICAL 

DEMONSTRATION OF CASES. 

Given at the Monthly Meeting of the North-West London 
Clinical Society, held at the North-West London 
Hospital on Wednesday, April 17, 1895. 

F. DURHAM, Esq., F.R.C.S., in the Ohair. 


Mr. Jackson Clarks showed a case of severe congenital 
talipes which had been under treatment for three months. 
A cast of the limb taken before the treatment was begun 
showed an advanced degree of deformity. Previous to 
operation there was great rigidity, even when the infant was 
under chloroform. The plantar fascia, the long and short 
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calcaneo-cuboid ligaments were divided subcutaneously, the 
tibialis tendons, and the tendon of the long flexor of the toes 
were divided with the internal lateral ligament, the inner 
part of the anterior ligament of the ankle, and the inferior 
calcaneo-scaphoid ligament through a puncture below the 
internal malleolus according to Mr. Parker’s directions ; the 
tendo-Achillis was also cut, and later on, some of the 
redundant skin on the outer side of the foot was removed. 
At the present time nearly all the deformity was corrected, 
and the little remaining deformity could easily be overcome. 
To prevent relapse in such cases, manipulation and occasional 
fixation in plaster was required for eighteen months or two 
years from the commencement of the case. Dissected speci¬ 
mens were shown to illustrate the pathology and treatment 
of such cases. The altered arrangement of ligaments below 
the internal malleolus, and the attachment of the tendo- 
Achillis to the inner side of the posterior surface of the 
06 calcis were especially dwelt upon. 

Dr. Harry Campbell asked if Mr. Jackson Clarke 
would explain the causation of congenital talipes; whether 
all cases could be explained by reference to mechanical con¬ 
ditions in utero, and whether any of them were due to innate 
germinal defect. 

Dr. Cagney said that in his opinion it would probably 
be found from a review of all the circumstances, that while 
most cases of talipes had their origin in mechanical conditions, 
there was a proportion in which the true cause or part of it 
was developmental defect. He referred to two cases which 
had come under his observation in which the thenar muscles 
of both sides were congenitally wanting. The first of these 
cases was particularly suggestive in that its subject was for a 
time under Dr. Cagney’s care for what had been pronounced 
on good authority to be infantile paralysis—an anterior polio¬ 
myelitis. A careful observation, extending over many weeks, 
had however convinced him that it was not a case of this 
disease, and not a true myopathy, but a defect of vitality— 
probably situated in the motorial end plates, and without a 
tendency to further degeneration. The occurrence of this 
condition in a case where the thenar muscles were congeni¬ 
tally absent was of interest. A further point was this, that 
the patient’s father had a similar congenital defect, and his 
grandfather, then dead, was known to have been unable to 
oppose his thumbs. In another case then under Dr. Cagney’s 
care, a boy of II was without muscular substance on the 
outer edge of the metacarpal bones of the thumb; he had 
been born during the seventh month of gestation, but except 
for the particular mentioned now, enjoyed excellent health ; 
it was unnecessary to point out that in the ascending animal 
scale, the muscle? wanting in these cases were among the 
last developed, and consequently were in a sense the least 
stereotyped, and their cortical representatives had been 
shown by Ross and others to be disadvantageous^ situated, 
and in a manner in danger of being crowded out within the 
cranium. If a similar vulnerability might be assumed in the 
case of their homologues in the lower extremity, an occasional 
developmental defect seemed probable. 

Mr. Battle, in commenting on Mr. Clarke’s case of 
talipes equino-varus, said that in the numerous cases which 
had come under his care he was accustomed to make the 
mother exercise manipulation herself, if the child was only 
a few weeks old, and that later the application of plaster of 
Paris after manipulation under chloroform was very suc¬ 
cessful. The plaster should be re-applied every fortnight. 
He asked for further information as to the method of 
operation advocated, as it was often necessary to operate in 
cases which had undergone no early treatment. He had, 
however, obtained results which gave satisfaction by methods 
already practised. 

In answer to Drs. Campbell and Cagney, Mr, Clarke said 
he had dissected upwards of fifty examples of congenital 
talipes in infants and in animals. In every case the muscles 
and nerves had been found to be healthy. The condition 
was due to mechanical accidents (pressure, etc.) in utero. 
These congenital cases thus formed a contrast with cases of 


acquired talipes, whether due to anterior polio-myelitis or 
spasmodic nerve-lesions. Advanced cases of congenital 
were more difficult to correct, but the final result was much 
more satisfactory than in paralytic cases. 

In reply to Mr. Battle, Mr. Clarke expressed complete 
concurrence. He generally ordered manipulative treat¬ 
ment to be begun immediately after birth. By manipula¬ 
tions either alone or combined with periods of fixation in 
plaster, the slighter cases could be cured, but more severe 
cases, such as the one he had described, demanded operative 
measures in addition. The operation was best undertaken 
about the age of six weeks. 

Dr. Cagney showed a case of oedema and anasarca in a 
child 2 years old. There was no history of scarlatina or of 
any recognised antecedent of nephritis. A physical examina¬ 
tion of the heart had proved negative, and the pulse was soft 
and compressible. Investigation of the urine had on one 
occasion shown a trace of albumen. The illness was recent, 
dating back but a few weeks, and there could be no doubt 
that the case was one of nephritis—a rare condition at so 
early an age. Micturition was scanty, and at the time of 
the child’s admission to hospital the secretion was nearly 
suppressed. 

Dr. Leathem said that in the Edinburgh Hospital 
Reports were recorded twenty cases of. nephritis in children 
under 5 years of age. Of these only five were of scarlatinal 
origin ; and in one case there was no albuminuria. In all 
very little urine was passed. Marked oedema was the 
common symptom. 

Dr. Campbell regarded Dr. Cagney]s case as one of 
extreme interest. He fully agreed with him as to its nature, 
in spite of the absence of albuminuria. The urine of acute 
nepnritis presented puzzling differences. He had seen 
uraemic convulsion when the patient was passing an ample 
quantity of water, and, on the other hand, complete sup¬ 
pression unaccompanied by uraemic symptoms. He had 
never met with a case of acute nephritis in which albuminuria 
was conspicuous by its absence, although the amount of al¬ 
bumen in the urine had often been slight. 

Mr. Battle read notes of three cases • which had been 
under his care in hospital practice during the past few months, 
and on which he had operated for lateral sinus thrombosis, 
secondary to disease of the middle ear. He had selected 
them because the series was unusually interesting, as the 
symptoms of each varied to a considerable extent, and in 
the fatal cases he was able to show the exact condition of 
the parts (which had been preserved). The consideration of 
such cases was most important, because we were now able, 
in many instances, to save the life of the sufferer; and on 
the early recognition of the disease and prompt operation 
would usually depend the chance of success. 

Case 1 was that of a boy of 14 years, who came to St. 
Thomas’s Hospital five days after the commencement of 
symptoms pointing to thrombosis. There was no history 
of purulent discharge as long as the boy could remember. 
The present illness began with shivering fits, sickness, and 
headache. He was dusky in the face, and lay on the left 
side. There was considerable oedematous swelling below 
the mastoid process extending down the side of the neck, the 
glands were much enlarged and very tender, the swelling also 
extended along the line of the vessels. Temperature 103°. 
Right optic neuritis. A perforation of the membrana tym- 
pani. Signs of early pneumonia at the left base. The 
tenderness extended over the mastoid region, also over 
the occipital region, and was most marked over the mastoid 
foramen. At the operation the mastoid process contained 
yellow jpus, the sigmoid sinus a large amount of brownish 
very offensive pus, which flowed freely when pressure was 
made in the neck. The internal jugular was divided and 
ligatured in the neck, but not without difficulty on account of 
the matting of the glands and inflammatory exudation along 


• The Paper by Mr. Battle published in this week’s issue 
is on these three cases. 
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the course of the vessels. The wound in the neck healed by 
first intention, that of the skull gradually closed by the end 
of a month, and the patient made a good recovery. The 
venous sinus was not opened. 

Case 2. A boy, aged 10. A history of chronic ear 
mischief since a baby. The discharge had ceased six days 
when he complained of pain about the ear. The pain 
became worse, and he had delirium, but there was no 
history of rigors or vomiting. He was admitted suffering 
from severe pain in the head, over the left side, and a 
temperature of 104°. His face was extremely white, the 
pupils unequally dilated, the left being the larger. Was 
delirious, but able to answer questions. There was slight 
offensive discharge from the ear, a considerable amount of 
swelling and oedema above the mastoid process, but not over 
it. No marked tenderness over the mastoid vein. Swelling 
extended for some way down the neck along the course of 
the internal jugular vein The head was held rigidly, and 
attempts to move it resented. He occasionally gave a 
sharp scream. Slight photophobia was present. At the 
operation very thin offensive pus was found under the 
pericranium. The mastoid antrum contained a small 
quantity of reddish extremely offensive material. Offensive 
tnin pus in sulcus lateralis; the outer wall of lateral sinus 
had sloughed. Owing to the condition of the patient it 
was thought better not to ligature the internal jugular vein. 
He died a few hours later with a temperature of io6.8 w . 

Necropsy . Localised thrombosis of the lateral sinus, a small 
abscess in the left lobe of the cerebellum, localised meningitis, 
petrous bone bare and discoloured. A portion of the venous 
sinus was wanting. 

Case 3. A married woman, aged 28. Chronic middle 
ear disease with a discharge. Six days before admission a 
rigor with headache, discharge ceased. Three days before 
admission a series of rigors with vomiting. On admission, 
ale, with anxious, drawn face, complaining of very severe 
eadache over the frontal region (had been sleepless for 
some nights). Some swelling over upper part of course of 
vein. One slightly enlarged gland. No tenderness over 
mastoid or over mastoid foramen. Respiration quick and 
shallow. Pulse rapid and feeble. On account of the exces¬ 
sive pain in forehead, which made the patient put her hands 
to her head and occasionally cry out, it was thought that 
meningitis was present. At the operation no pus in the 
mastoid process, but foetid pus in the sulcus lateralis ; sinus 
not pulsating; vein ligatured ; venous sinus opened, and 
upper part of vein washed through ; as much as possible of 
the clot removed from the venous sinus towards torcular 
Herophili. After operation pulse 140. No relief was 
afforded to the pain m the head, and she died about thirty- 
six hours later in a condition of coma. 

Necropsy. In addition to the thrombosis there was nasal 
purulent meningitis; the upper surface of the cerebellum was 
gangrenous in its superficial aspect, like Case 2. There 
were no signs of disease elsewhere. 

Mr. Battle drew attention to the symptoms of what 
might be described as a typical case, and pointed out the 
special features in those which he had brought forward. He 
alluded to the uselessness of the older methods of relief, and 
showed the possibilities of the modem operation. 

Dr. William Hill commented upon the great importance 
of an early and accurate diagnosis m cases of lateral sinus 
thrombosis, and advocated prompt and fearless measures in 
dealing with it. His experience in the treatment of middle 
ear disease enabled him fully to endorse Mr. Battle’s con 
tentions. 

Mr. Jackson Clarke said the successful case was of 
great interest, and the absence of rigors was a most note¬ 
worthy feature. The other cases resembled those in which 
he had made post-mortem examinations. The presence of 
extensive thrombosis of the superficial cerebral veins and 
purulent meningitis rendered the most careful surgical treat¬ 
ment of no avail 

Mr. Battle, in reply, said that he had not brought out 


the upper end of the vein, as it was rare for suppuration to 
occur in the neck after thrombosis, usually the wound healed 
by first intention, and the end of the vein, when attached to 
the skin, would complicate the wound. Section of the vein 
and double ligature should be practised, although cases 
were on record where it had not been done and yet recovery 
had ensued. Exploration of cerebrum or cerebellum 
through such a septic wound would be thought to be in¬ 
advisable unless there were symptoms of abscess, and calcu¬ 
lated to produce the condition the presence of which was 
feared. 

Mr. F. Durham showed a case of spina bifida in the 
lumbar region in a boy aged 4. When about six months 
old it was tapped and injected with Morton’s solution of 
iodine, the result of which was a very severe attack of 
meningitis, since which time nothing had been done till he 
came to the North-West London Hospital about two months 
ago and was kindly sent in by Mr. Biodie, under Mr. Dur¬ 
ham’s care, with a view to some treatment and possibly ex¬ 
cision of the sac. There had been all the time incontinence 
of faeces and urine, but no paralysis of the limbs. 

On admission, there was a large prominent fluctuating 
swelling at the lower part of the spine, quite translucent, 
and its covering at the central part very thin and mem¬ 
branous, appeanng as though it might rupture at any time. 
At the same time, he had phymosis, with a curious hard 
ulcerated condition around the orifice of the prepuce. As 
a preliminary measure circumcision was done, and a catheter 
was kept in the bladder. The result of this being that it 
was possible to keep him dry and clean. 

The spina bifida sac was tapped with a fine trochar and 
cannula four times. The first time four ounces of fluid were 
drawn off, sp. gr. 1010; alkaline light straw-coloured, con¬ 
taining a considerable amount of albumen and a trace of 
sugar. The second time three ounces were drawn off of 
similar fluid, but containing no sugar. The third time eight 
ounces were drawn off and the sac fairly emptied, fluid 
highly albuminous but without a trace of sugar. It was 
hoped that the communication with the spinal canal was 
gradually becoming occluded ; but the sac filled again rather 
rapidly, and when he was tapped for the fourth time, a 
week ago, seven ounces were drawn off—fluid somewhat 
tinged with blood—and containing much albumen and 
distinct traces of sugar. After each operation the boy 
appeared much relieved and brighter and more cheerful. 
Having given the simple tapping a fair trial, Mr. Durham 
thought some further proceedings desirable, and proposed 
injecting with Morton’s fluid or some other solution of 
iodine, but would like to have the opinion of the Society on 
the subject. 

Mr. Battle regarded the case as one in which the nerve 
elements of the cord were involved, and did not recommend 
any attempt at excision. He pointed out the ulceration 
over one part where the nerves were probably adherent, and 
feared that it would be almost impossible to separate nerve 
tissue there, whilst the presence of the ulceration increased 
the fear of septic infection of the wound. He should advise 
the use of Morton’s fluid. 

Mr. Jackson Clarke thought that Mr. Durham had 
done nearly all that could be done under the circumstances 
of the case. He concurred in Mr. Battle’s remarks. The 
paralysis of the bladder and rectum showed that at least the 
third and fourth sacral nerves were implicated in the sac, 
and probably functionally destroyed. Some further im¬ 
provement might possibly be obtained by injecting Morton’s 
fluid into the tissues outside and around the sac. 

Dr. Harry Campbell showed a girl, aged 10, with an 
enormously enlarged heart, and great precordial bulging. 
There was marked dyspnoea, and this Dr. Campbell largely 
attributed to the mechanical effects of the heart upon the 
lungs. The liver was enormously enlarged, but there was 
complete absence of ascites. This was not unusual, and 
was doubtless to be explained by the fact that the liver 
acted as a diverticulum for the blood. 
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Gentlemen. —Before continuing my lecture* on 
the artificial feeding of infants, I wish to direct your 
attention to Dr. Cheadle’s book on infant feeding. 
In it, the basis of the whole subject is ably dealt 
with, and no student of this subject should omit to 
read the work. 

I have extracted from it the following table:— 


Composition of milks. 



Human. 

Cow. 

Ass. 

Proteid 

*•35 

4.37 

i -7 

Fat 

2.4 

3-4 

1-4 

Lacdne 

6.4 

4.4 

6.4 

Salts 

•35 

•7 

•5 

Water 

88.5 

87.0 

905 


On this question of the comparative composition 
of human milk, cow’s milk, and ass’s milk, some 
may wonder why one takes ass’s milk of all other 
kinds. It is for the simple reason that its con¬ 
stitution more nearly approaches that of human 
milk than any other—that is, when the genuine 
article is procured, which is not very easy. There 
are two or three places in London where it can, I 
believe, be obtained pure, and of course it is expen¬ 
sive, but it is sometimes invaluable. We will first 
compare human milk with cow’s milk. You will 
notice that of proteids (casein and albumen) there 
is about half the quantity in human milk that there 
is in cow’s. If that were the only difference, 
however, it would be quite a simple matter to so 
dilute the cow’s milk as to get the proteids in the 
same proportion. But the casein in human milk 
coagulates in minute flocculent portions, whereas 
that of cow’s milk forms large cheesy masses; and 
it is this which upsets the digestion of most babies. 

# See Clinical Journal , April 10, 1895. 
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As to fat, there is in human milk about two-thirds 
of that in cow’s milk. While the sugar of milk, 
you will see, is a very large quantity—6.4 human 
against 4.4 cow's. In that particular, ass’s milk 
very closely corresponds to human milk. Again, 
there is just half the quantity of salts in human 
milk compared with that from the cow, while the 
proportions of water are nearly identical. 

Now, our endeavour should be to get pure cow’s 
milk, and then to prepare it so to resemble, as 
much as possible, human milk. That is what the 
Aylesbury Dairy Company is doing, producing in 
large quantities the so-called humanized milk. 
The process is simple, and can, I should think, 
be carried out by a careful nurse, though it is a 
great convenience to be able to obtain it from the 
Aylesbury Dairy Company. Of course I do not 
know the details of their process, but one knows 
the principles on which it is based. I have here 
samples sent out by the firm mentioned, labelled 
L and II. respectively. The peptonization of the 
casein is more complete, I believe, in No. I., and 
this is better than No. II. for infants during the 
first week, and for some very delicate babies. 
No. II. should be used generally, and not diluted. 
You all know the common method of preparation 
of cow’s milk for the bottle, and this for many 
babies is adequate, namely, to give fresh cow’s 
milk diluted with water. Although some autho¬ 
rities hold a different opinion, I do not think it is 
advisable to get milk from one cow alone, in 
London at all events. It is at all times difficult 
to get absolutely pure milk, and it is safer, in 
London, to get the ordinary mixed milk, so long 
as every reasonable precaution is taken to have it 
pure. In the country, where many people have 
their own cows, by all means let one cow’s milk be 
used exclusively for a baby. The ordinary dilu¬ 
tion is the addition of two parts water to one part 
milk to commence with. This diminishes the 
casein, the fat, and the salts a great deal below 
what is necessary for the baby, and to make those 
up an increased quantity of the diluted milk is 
given. You will remember I stated in a previous 
lecture that the ordinary quantity got from the 
mother’s breast varies between half an ounce and 
2 oz., and this constitutes one meal for the child. 
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Two ounces of milk diluted with two parts water 
would mean that twice to thrice the quantity of 
fluid is taken by the child. In such case it would 
be no cause for wonder if the child were sick, as its 
stomach is not supposed to contain 6 oz. to 8 oz. 
of fluid at one time. What is the objection to this 
simple dilution—part milk and part water ? It is 
that it has very little effect on the great casein clots. 
As soon as the milk gets into the stomach these 
large cheesy clots are formed, and the difficulty 
in digesting them is very great. These caseous 
masses, as a matter of fact, are only half digested; 
they pass into the intestine in this form, and set 
up diarrhoea, the child gets starved, and loses 
weight. Some children can digest cow*s milk 
from the first, but that is the exception, not the 
rule. 

We now come to the question, “ What are the 
common improvements on simple dilution with 
water? I am not now going into all of them, but 
will speak only of those which are most useful, 
and which most of you can use with advantage. 
I do not advise using milk diluted with plain 
water for young babies under 4 months old. The 
simplest and most commonly used diluent is 
barley-water, which is almost entirely innutritions, 
its action being purely mechanical in breaking up 
the casein. A solution of gelatine will do it with 
equal efficiency. The nurse should be minutely 
instructed as to the preparation of the barley- 
water. One way is by boiling a pint of water, 
to which a desertspoonful of barley has been 
added; this mixture is boiled down to half, when 
it forms a thick gelatinous emulsion. This is 
again diluted with water to make it up to a pint 
Another plan is to pour a pint of boiling water on 
the barley, and let it stand for three or four hours; 
this produces a very efficacious barley-water, and 
it ii not so viscid as that prepared by the first 
means. Barley-water must be freshly made. 
There is nothing so dangerous to a baby as con¬ 
taminated food, and it is a difficult matter to pre¬ 
vent such contamination. These prepared foods 
decompose very readily. Barley-water must be 
made at least twice every twenty-four hours, and 
it must be kept in a cool place, protected from 
dust, and from other contamination. It is better 
that the preparation be carried out in the nursery 
by the nurse herself than by the cook, who has 
many other matters, more important to her, to 
attend to. These artificial foods should not be 
used longer than is necessary, and their use should 


not be prolonged beyond three months. A 
common and valuable substitute for barley-water 
is some malted food. These malted foods are 
made by many of the leading chemists; the names 
of them are advertised all over the country. I do 
not know that it matters much which you use. 
Personally I use Savory & Moore’s and Mellin’s 
more than any other. I think Mellin’s is slightly 
more laxative than Savory & Moore’s. If the 
baby is constipated, I use Mellin’s; if it is not, I 
use Savory & Moore’s. I believe both are pre¬ 
pared on much the same principles. The direc¬ 
tions I give to the nurse are—to take a pint of 
milk in the morning, and mix with it a teaspoon¬ 
ful of Savory & Moore’s or Mellin’s food; then 
bring it up to the boil. This is to be used as 
stock, and diluted with the quantity of water 
ordered. During the first month dilute with one 
part of the prepared milk to two of water; in the 
second month, a little less water; in the third 
month, equal parts of water and milk, and in the 
fourth month, no water at all. The average baby 
should not have more than two teaspoonfuls of 
malted food in twenty-four hours during the first 
three months. It acts in the same mechanical 
way as the barley-water; it is perfectly harmless 
in this small quantity. This addition of a little 
malted food when the baby is constipated, owing 
to the milk not being properly digested, is often 
sufficient to keep the bowels active. There is no 
more important common ailment than infantile 
constipation, and nothing more simple to cornet. 
Medicines are not necessary if the food is put 
right. In diluting milk, it should be sweetened 
by the addition of a little sugar of milk; most 
people use cane sugar. The brown description 
should be preferred, as it is slightly more laxative 
than white. In consequence of the increased 
quantity of fluid given owing to the dilution, the 
nurse will often report that the “ baby brings up 
its bottle.” It is important to know exactly what 
is meant by this. If the child simply brings up 
a mouthful after taking the bottle, as babies at the 
breast often do, it is absolutely harmless. It 
means that the food has been taken too rapidly, 
and has, consequently, regurgitated. If, on the 
other hand, the baby empties its stomach, or 
brings up half its meal, that is another matter, and 
the child cannot thrive if this continues. There 
can be no doubt that something is wrong with the 
food in such cases. 

Next we will deal with the preparation of the 
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casein, which is needed to make cow's milk 
resemble human milk as nearly as possible. 

The first step in the preparation of the food is 
to obtain the milk from a healthy cow, which 
should be milked with clean hands. It is said 
that the amount of filth, even faecal matter, which 
is taken from milk by one process of sterilization, 
fa enormous; therefore, the importance of this is 
obvious. The next point is to get rid of—to 
pre-digest—a certain proportion of the cheesy 
casein of cow’s milk. The cream should be 
separated in the ordinary way (by letting it rise 
slowly to the surface, and then skim it off). This 
leaves milk containing all the casein. You will 
next determine how much of the casein is to 
be digested. The sample here marked No. I., 
Aylesbury Dairy Co., is that used during the first 
few days, and for very delicate children. In it the 
whole of the casein is, I believe, pre-digested. 
Under ordinary circumstances it is found better 
to digest one-third or one-half the casein. Take a 
pint of milk, divide it into two equal parts. To 
one of the portions add any of the peptonising 
powders—Fairchild’s, for instance, which are used 
for peptonising all kinds of food (the directions are 
given on the box containing them). It is im¬ 
portant that the food to be treated should be of 
the body temperature. Nurses’ ideas of tem¬ 
perature are often very vague; and the instructions 
issued with the powders are often not as clear as 
they might be. Let her boil half the milk to be 
treated, and immediately add the rest cold, the 
temperature of the whole will then be sufficiently 
correct The peptonizing powder is then mixed 
in with it. In a few moments all the casein 
coagulates, and this should be stirred in gently 
from time to time. This is the crucial point in 
the preparation of the milk, because if peptoniza¬ 
tion is allowed to go on too long, the milk gets a 
latter taste, and no baby will take it. In a room 
with a temperature of about 6o°, fifteen minutes 
fa sufficient for the process. About ten minutes 
from commencing, the nurse should taste it 
repeatedly, and as soon as there is the least 
bitterness, stop the peptonizing by boiling. The 
basin containing the peptonized milk is put into a 
saucepan of boiling water, and the whole quickly 
boiled for two or. three minutes. Then a certain 
quantity (the proportion having been previously 
determined) of unpeptonized milk must be poured 
in, the whole mixed up together, and the cream 
(which has been removed by skimming) replaced 


The quantity of milk thus added may vary between 
a third and a half; or it may even be an equal 
quantity. You should see the nurse prepare the 
milk once or twice in this way, then she will be 
able to do it without supervision. The amount of 
peptonized milk should be diminished week by 
week, and the unpeptonized milk increased at the 
same rate. 

In giving the bottle, the nurse should be made 
to sit in front of the clock and see that fifteen 
minutes are occupied by the child in taking two 
ounces, for if it is taken too quickly, in gulps, after 
the manner of a hungry baby which has its own 
way, the baby will not thrive, it will not digest it 
properly. Do not forget the importance of 
gradually diminishing the quantity of peptonized 
milk until it gets down to nil, because it is as 
bad for babies as for adults to be continuously 
given half-digested food. I should point out that 
the humanized milk I have here would travel to 
India safely if kept in a cool place. The cream, 
or butter, would get separated from the rest of the 
milk and rise to the surface; cream in this form is 
harmless, but butter in that condition is absolutely 
poisonous to the baby. The directions given on 
the bottle for such cases are to simply put it in a 
pan of water at a temperature of ioo°, and mix it 
up thoroughly. If the layer is only a mass of cream 
it is all right, but if there is free oil on the top, do 
not give it to the baby at all. If, however, a long 
railway journey has to be undertaken, and no better 
food is at hand, pour off all the oil from the top, 
and give the child the remainder, which would be 
perfectly wholesome. To mix up the oil with the 
rest, and give it the infant would mean diarrhoea at 
once. Also, remember .that when the bottle con¬ 
taining the prepared milk is opened, particularly in 
hot weather, decomposition is liable to ensue much 
more rapidly than in natural milk. I advise you 
to always give the nurse a blue litmus paper, wi .h 
which to test the food from time to time. Last 
summer, two healthy babies were bom of healthy 
parents, and both were having the humanized food 
under my directions. Both were very sick, and at 
first I could not discern the cause. I put a test- 
paper into the food, and in both cases there was an 
acid reaction.* The smell of the milk did not lead 
to a suspicion of this; hence the importance of 
always being on the look-out for acidity, and 

• As perfectly fresh milk shews an amphioteric reaction 
which is liable to confusion with acid reaction, care should 
be taken to distinguish between them. 
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allowing the litmus to be your guide. These 
remarks are also very pertinent to the milk which 
is daily sent up from the country to London in hot 
weather; and I would insist that the nurse be in¬ 
structed to test all milk with the litmus paper 
before preparing it for the child. Of course, the 
best precaution to prevent such decomposition is 
by boiling. 

I would advise you to carry out the directions 
which Dr, Thorne-Thorne has given —always have 
milk boiled as soon as it comes into the house. If 
this is carried out properly, the taste is not noticeably 
altered by the process. The milk brought in the 
morning is not used until the afternoon, and that 
which arrives in the afternoon is used next morning. 
As soon as the milk is taken in, it should be boiled, 
and allowed to stand in the larder in open pans for 
some hours. It is then strained to get rid of the 
little curds. This sterilization is sufficient. The 
importance of this proceeding will be recognized 
when it is considered that the children drink most 
milk, and they are, therefore, the most likely to 
suffer from contamination. With babies it is 
absolutely imperative. For residents in the country 
who can obtain milk from a reliable source, almost 
at their doors, this precaution may be unnecessary. 
Boiled milk is supposed by some to be more con- 
stipative for babies, but it is not so; it is really more 
easily digested. 


A CLINICAL LECTURE 

ON 

THE SURGICAL ASPECTS OF 
APPENDICITIS. 

Delivered at St. Thomas’s Hospital, Feb. 22, 1895, 

By H. H. GLUTTON, F.R.O.S., 

Surgeoq to the Hospital, and Examiner in Surgery at the 
University of Cambridge. 


Gentlemen, —This is a subject of very con¬ 
siderable interest to surgeons, because we have 
now to deal fairly frequently with diseased condi¬ 
tions of the appendix which are often serious to 
life. Before detailing the cases which I have had 
under my care, I think it will be desirable for me 
to give you a rough outline of the pathological 
anatomy of the disease. 

First of all I would mention the simple catarrh, 


in which the appendix is so distended with its own 
secretion that it is in a condition, one would almost 
say, of being ready for explosion. Such explosion 
may be explained in various ways. There is no 
doubt that the appendix may be prevented from 
stretching out by its meso-appendix. As you 
know, it ordinarily floats about in the abdominal 
cavity, but when distended with secretion the 
meso-appendix makes, as it were, a rigid cord, so 
that the appendix itself is liable to be bent or 
“ kinked,” and thus constricted. The secretion is 
then retained within the appendix and cannot get 
back into the caecum. If the distension continues, 
the wall is liable to be perforated from pressure, or, 
what is more probable under such circumstances 
of lowered vitality, to be infected with the organisms 
which normally exist in the alimentary canal. This 
is based on the familiar theory of locus mmoris 
resisUntiay by which a simple inflammation becomes 
converted into an infective form. Further, the 
concretions which are occasionally found in the 
appendix are caused by this secretion, and as they 
increase in size obstruct its lumen. Although 
faecal matter is the centre of the concretion, still, 
on its outer surface, there is generally a hard cal¬ 
careous substance which you can see in some of 
the preparations I have here for your inspection. 
The hard material is chiefly composed of phosphate 
of lime, and although such concretions are not 
common, they constitute one of the ways in which 
the secretion which is formed in the catarrhal 
appendicitis is prevented from finding its way into 
the csecum. 

Next I would mention the infective form of 
inflammation. Although it must often be a 
secondary change in the catarrhal form, it may 
also be primary. Supposing that catarrh has been 
induced, or even without the catarrh it is conceiv¬ 
able that from some irritating particle of food an 
abrasion is produced. In either case this is a suit¬ 
able spot for the development of the organisms of 
suppuration. Pus is then produced either in the 
cavity of the appendix or in its walls. You will see 
here specimens of the perforation which may thus 
ensue from ulceration. The perforation is a gradual 
process of destruction of the wall, making a com¬ 
munication up to the peritoneum, and then finally 
workiog its way through the peritoneum. Peri¬ 
tonitis may originate from either of these condi¬ 
tions and be localised to only a very small area of 
the peritoneum in this particular position, or it npty 
be diffuse. The peritonitis, may be serous or 
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adhesive from extension of simple inflammation, or 
infective from perforation The latter class, if dif¬ 
fuse, is almost invariably fatal; it could hardly be 
otherwise. These pathological details are often of 
much importance when you are in doubt as to 
whether you should operate or not, as they enable 
you to appreciate the details and the complications 
which may ensue. 

The complications are peritonitis (which I have 
just mentioned), thrombosis, and abscess of the 
liver; also the possibility of pyaemia should be con¬ 
sidered from puriform thrombosis of the mesen¬ 
teric veins. The clinical varieties of the disease 
which inflammation of the appendix may produce 
are numerous, and though you may not be able to 
place any given case in any of the varieties I shall 
mention, still the division is useful to those who 
study the subject. These conditions are, first of 
all, the acute, the sub-acute or chronic, and, 
finally, recurrent or relapsing. They are useful 
headings for clinical study. 

Let us first say a word or two as to diagnosis. 
Generally there has been a preceding or prelimi¬ 
nary condition of abdominal discomfort, nausea, 
vomiting, constipation, diarrhoea — nothing very 
positive, but a general disturbance of the alimen¬ 
tary canal, which may lead you to suppose there is 
really nothing very serious the matter. If these 
symptoms are of more or less sudden onset, this 
&ct is of considerable value to you, because when 
it is associated with pain in a definite position you 
may regard it as one of the symptoms of appendi¬ 
citis, but I doubt whether you can ever say that a 
person has got appendix trouble without this 
particular pain over the right iliac fossa. This 
Abdominal pain is accompanied by tenderness on 
pressure, distinct tenderness, even to the point of 
one’s finger, and generally you will find that this 
tenderness is most intense at a certain spot, which 
», as a rule, at the junction of the caecum with the 
appendix. This spot is placed in a line drawn from 
the umbilicus to the anterior superior spine of the 
flhun, and generally about the middle of this line. 

Now, as to temperature. You may see a case 
with a temperature of 103° or 104°; on the other 
hand, you may have cases in which the tempera¬ 
ture is scarcely raised. Temperature is not so 
important a symptom as the tenderness over the 
right iliac fossa. 

Next as to special features. You will expect 
from a surgeon, at any rate, some indication of the 
points which lead him to decide whether to operate 
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or not, and it is in such matters that the surgeon is 
of use. First comes this examination of the right 
iliac fossa. A hard lump is generally felt in the 
line I have just mentioned; it may not be bigger 
than one’s thumb, or it may be as large as the fist. 
If this has come on suddenly, you will know pretty 
certainly—certainly if the preliminary symptoms of 
intestinal trouble are present—that you have to do 
with the appendix. Secondly, this swelling of the 
iliac fossa, instead of being a lump the size of the 
thumb, or even as small as the little finger, may be 
so diffuse that nothing definite can be felt. This 
is important, inasmuch as it may indicate the 
presence of general peritonitis; the question may 
also arise as to whether suppuration has not already 
taken place. This diffuse swelling occupying 
nearly the whole of the right iliac fossa must be 
remembered in relation to these cases. Very often 
the condition comes on rather slowly, and if it has 
been progressive it will be an indication for opera¬ 
tive treatment. Two special features ought to be 
mentioned. Peritonitis may be present from the 
very commencement; some of you may hafe seen 
cases in which the hand cannot be placed over the 
right iliac fossa at all, on account of extreme ten¬ 
derness, and this may lead you to doubt whether it 
is a case of appendicitis. The doubt is really due 
to the fact that there is so much general swelling 
you cannot make much out of it. Another point, 
which may appear less important, I ought to refer 
to, and that is vaginal and rectal examination. The 
swollen appendix may be found protruding into the 
pelvis, and may be felt by the finger in the rectum. 
No surgeon would care about making a rectal 
examination in this way if he was thinking of 
operating; still, it ought to be known. If nothing 
is found by this means it does not prove that the 
patient has not got a swollen appendix, because the 
appendix is not necessarily there. Only in a small 
proportion of cases is it on the inner side of the 
pelvis, and if you trust to it occupying a particular 
position, you may miss the diagnosis. 

The progress or mode of termination should be 
known and considered before treatment is thought 
about. This is by far the most important point 
which we have to consider. I have explained that 
peritonitis may be serous, adhesive, or infective. 
If it be serous peritonitis, the inflammation may be 
simple, and not due to the organisms of suppura¬ 
tion. On the other hand, I think there is little 
doubt that such cases may be subsequently in¬ 
fected fgom j^ric^a^ii ff the appendix. But 
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peritonitis of the most intensely infective class 
may be present from the first. I am in the habit ' 
of calling this the fulminating class. It comes on 
suddenly and acutely, and sometimes is so severe 
that the patient dies, whatever treatment you may 
adopt. Again, the disease may take the form of 
local suppuration; the pus is then confined to a 
small area in the right iliac fossa, either in the 
connective tissue behind the csecum and not in the 
peritoneum at all, or in a localized peritoneal 
cavity which is shut off from the rest and contains 
the pus. This is the most favourable phase if the 
peritoneum be involved. 

Thirdly, the appendix trouble may be of the 
catarrhal or infective class, but may be confined to 
the appendix, and not involve the peritoneum in 
any way. This form may undergo more or less 
improvement; that is to say, the patient improves 
in his general symptoms. If he has had vomiting 
or diarrhoea they may cease; if he has had high 
temperature it may drop to the normal, and 
altogether he may appear to be getting well. 
Examination of the right iliac fossa, however, still 
reveals a swelling, and if, week after week, the 
swelling still persists, you may look upon the case 
as chronic appendicitis, and it should be treated as 
such. 

Fourthly, the appendicitis may be completely; 
cored; that is to say, the inflammatory condition 
has disappeared, and there is no tenderness on 
pressure, and no swelling can be felt in the right 
iliac fossa. That would be regarded as a case of 
recovery; and if it is the first attack the patient 
will be fortunate if he does not have another. 

Lastly, we have recurrent cases; that is to say, 
cases which have apparently got perfectly well, but 
after some months, or it may be several years, 
there is another attack of exactly the same kind, 
the patient going through all the dangers, incon¬ 
veniences, and pain, and may then even die from 
the attack. 

In speaking of treatment I will miss out altogether 
the medical aspect of the question, because I am 
not so skilled in that particular matter as others 
who lecture to you. In all cases at the com¬ 
mencement of the attack I think it is desirable 
that we should wait. Surgeons should certainly 
be called in. I am personally always delighted to 
see cases, but the surgeon should hold his hand at 
the first onset of the disease. You may consider : 
this remark unnecessary, but it is clear that the 
appendix is being removed in a more or less 


wholesale way, not in this country, perhaps, but in 
America. I was looking up some'lectures delivered 
in America on this subject, and found that a case 
is looked upon as a “ late ” case after the lapse of 
twenty-four hours; this to us sounds rather strange. 
I am far from saying we may not arrive at the same 
conclusion ourselves, but, being rather conserva¬ 
tive, we shall not do so until later. Our opinion 
at present in England is that it is better not to 
operate during the first few days. Let me point 
out that at this stage there is far more danger of 
soiling the peritoneal cavity, whereby life may be 
endangered, than at a later period. The reason 
some men say it is too late after twenty-four boms 
is that they acknowledge that only with the very 
greatest care can an operation be successful after 
the first onset of the infection. In an ordinary 
catarrhal case it would not matter whether an 
operation was performed or not; but who is to 
determine whether it is catarrhal or infective? It 
is utterly impossible to distinguish between the 
two with any certainty; the temperature will not 
help us, the pain will not indicate it, and no 
symptoms will tell us positively to what class the 
disease belongs, till, perhaps, sudden perforation 
indicates its infectious nature. The point to 
remember, then, is that in the first few days of the 
disease the danger from operating is greater than 
the danger from waiting. 

You have been told that acute peritonitis im 
sometimes the first indication of this insidious 
disease. This may require immediate operation, 
not for the purpose of removing the appendix, bat 
simply to evacuate fluid from the peritoneal cavity 
which is itself already poisonous from the invasion 
of pyogenic organisms, or may become so. 

When may a surgeon be said to have a fair 
prospect of success? This question is very difficult 
to answer. I have seen many cases with Dr. 
Sharkey and Dr. Hawkins in which I have hesi- 
tated to recommend operation. Some of these 
have got well without my assistance; others have 
(bed. I am still in doubt what you ought to do 
in cases of peritonitis from appendix trouble. My 
opinion is that, in general effusion in the whole 
abdominal cavity, you should operate, for this find 
is the best medium for the bacteria which are 
known to live in the alimentary tract Let me teH 
you that you have no right to interfere with the 
appendix in such cases; to do so would be to 
convert that possibly aseptic fluid into a septic 
one. It does not follow that because there is pen- 
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tonkis the appendix is ulcerated. Therefore the 
ncision should be made in the median line, the 
fluid let out, and a drainage tube put in. If you 
find that the fluid has a disagreeable odour, there 
will be some reason to think that the peritonitis is 
caused by ulceration of the appendix. If the 
patient is extremely ill the operation for removal 
of appendix will only more certainly cause his 
death. A median incision, the insertion of a 
drainage-tube, and washing out, is the treatment 
to be adopted—nothing more. If the fluid already 
has a disagreeable smell, and comes from the 
general peritoneal cavity, your patient will pro¬ 
bably not be saved. It may just as well be gently 
washed out and left, but further operative treat¬ 
ment must be attended with greater shock, and 
might convert, if the peritonitis be simple, a serous 
into a septic inflammation. 

As to the treatment of cases of local suppuration, 
£*., suppuration in the right iliac fossa, either be¬ 
hind the caecum, sometimes as far back as the 
lumbar region, or in a portion of the peritoneal 
cavity which has been shut off from the rest The 
place where the pus exists must be searched for; 
it will be the point of greatest pain and greatest 
tenderness, and the incision must be made over 
that part. Dissect slowly, quietly, and carefully 
until the pus is readied, because if the peritoneum! 
is encountered and is not adherent, any soiling of 
the peritoneal cavity might be avoided. If you 
make a plunge you may go through the peritoneum 
before reaching the pus. Wherever the pus be, 
do not look for the appendix. Here, again, it is 
certainly wrong in every way to attempt its re¬ 
moval, unless, as in a gangrenous appendix, it is 
washed out, or it is felt or seen to be quite free in 
the centre of the abscess, and a ligature can be 
passed round its base without in any way dis¬ 
turbing the parts around. It is a well-known fact 
that those cases which have suppurated and have 
discharged externally have no subsequent attacks. 
As far as we can judge, they are cured of their 
appendix trouble for the future. Therefore every¬ 
thing points to the wisdom of only opening the 
a bscess, and not looking for the appendix, but 
leaving it alone, to discharge as long as it should 
be found necessary. Of course, circumstances 
may arise which justify interference, such as the 
long continuance of a sinus. 

The next class of case is the chronic appendi¬ 
citis, in which the man appears to be perfectly 
well and to have recovered, but who still has I 


tenderness in the region I have named, as well as 
a small swelling. Such a case ought to be operated 
on in the way I shall presently mention. His re¬ 
covery is only apparent. It is ready to explode at 
any moment, and the patient is not fit to take part 
in the work of life, for fear of subsequent attacks. 
Therefore such a man, unless he absolutely re¬ 
fuses, should not be allowed to go about with that 
lump in his right iliac fossa, without very strong 
advice that it should be removed. The operation 
is performed in the quiescent stage, and, with 
proper precautions, is free from risk. 

Another division of cases is that in which the 
patient has recovered and no swelling whatever 
can be felt in the region of the appendix, and he 
has no pain and no tenderness on pressure. The 
question here arises as to the probability of subse¬ 
quent attacks. Are you to proceed to remove the 
appendix after only one attack for fear of future 
trouble ? This is a very interesting little point for 
your consideration. You will find a difference of 
opinion on the subject If it was my appendix I 
should he satisfied to leave it there for still one 
more attack; other people may consider that it 
should he removed, to avoid any further risks. 
My opinion is that, if a man is left without any 
swelling, the appendix may be safely left to ex¬ 
plode again before further treatment is decided 
upon. This view is supported by the fact that a 
very fair number of cases which have had one 
attack do not get a recurrence. 

The fifth class of case which I mentioned is 
that which, above all others, requires treatment at 
the hands of the surgeon — the relapsing form. 
Mr. Frederick Treves was the first to operate for 
this condition. He began very quietly in propos¬ 
ing operation only for this particular form of 
trouble in the appendix, which he called “ Relaps¬ 
ing Typhlitis.” Since then treatment has slowly 
developed in the manner I have attempted to 
indicate in this lecture. Why is it thought de¬ 
sirable to operate on recurrent or relapsing 
appendicitis? The answer is that the man’s 
comfort is always endangered; to put it in another 
way, he is never certain of what to-morrow may 
bring forth. The man who has the prospect of a 
serious illness constantly hanging over his head 
cannot be comfortable, besides which he is en¬ 
dangering his life by allowing it to go on, as the 
next attack may not end satisfactorily like the last. 
The relapsing form may be classed with the chronic 

cases—those in which the patient has never ab- 

Digitized by VjUUVlv 


40 The Clinioal Journal.] 


MR. GLUTTON—APPENDICITIS. 


[May 15,1896. 


solutely recovered — notwithstanding that the 
symptoms in the intestinal tract have apparently 
disappeared. 

Operative procedure. The initial incision may 
be varied to suit the individual case. It was first 
thought that the incision should be made in the 
semilunar line at the margin of the right rectus. 
Draw a line from the umbilicus to the anterior 
superior spine of the ilium. That line ought to 
cross about the centre of your incision. Some 
people make it rather nearer the ilium, and are 
thus outside the semilunar line. 

As a general rule, I take a point between the 
outer and middle third of the line I have men¬ 
tioned. You may go a little nearer the middle 
line, or a little nearer the ilium; but if you are 
too close to the ilium you will find that you cannot 
easily apply your sutures to the abdominal wall 
The incision need not be more than three inches 
in length. There is one modification which is, I 
think, of some value. When the skin and apo¬ 
neurosis are completely divided, you come down 
upon the fibres of the internal oblique and trans- 
versalis. 

Now, these muscular fibres pass in the reverse 
direction to your incision. If they are divided in 
the same directions as the first incision, the 
muscular fibres retract, and this retraction allows 
the subsequent formation of hernia. The modifi¬ 
cation proposed by MacBurney is that the muscles 
should be separated only, and not cut, at right 
angles to the first incision. The peritoneum is 
divided also in the same direction as this latter 
separation. By this method the muscles fall back 
naturally into position, and there is much less 
likelihood of hernia. Having opened the peri¬ 
toneum, you recognize the caecum by its longi¬ 
tudinal bands. The peritoneum must be carefully 
opened, for you may find it adherent to the parts 
beneath. Now look for the appendix. Sometimes 
it is covered over by omentum. You suture off 
pieces of omentum and put them on one side, and 
hunt still further for the appendix. It may be in 
almost any position; it is often under the caecum, 
and perhaps then most frequently under the outer 
side. You then follow it round by a few touches 
of the scalpel, by which means you are able to 
turn up the caecum and pull out the appendix 
from below. It is certain to be adhering, loosely 
or firmly. The appendix having been separated, 
you may find pus. I should have mentioned that 
before proceeding to detach the appendix you 


ought to pack the area with sponges having string 
tied to their centres, placed, one on the central 
side, and one below, so that you isolate the area 
of operation. If you do this when you are separ¬ 
ating the appendix, the pus will not escape into 
the general cavity. By examining these spec im e n s 
you will see that the appendix is sometimes very 
small. On the other hand, it may be very large 
and full of pus. Having carefully prevented the 
peritoneum from being soiled, the appendix is 
generally removed by a circular incision of the 
peritoneum at the base. This is sometimes called 
the cuff-flap operation, and consists of first dividing 
the peritoneum alone and pushing it back towards 
the caecum, putting a silk ligature round the 
mucous membrane, and removing the appendix. 
The stump must be carefully disinfected The 
peritoneal flap is then drawn over the ligature by 
a few silk sutures. The final stage is to push the 
stump in towards the cavity of the caecum, and 
approximate the walls of the caecum over the 
stump by a few Lembert sutures. 

There are one or two other points necessary for 
the safety of the patient. Some part of the area 
operated upon may be invaded by pus and its 
organisms, and if you have been very careful with 
your sponges no harm will result But you may 
find that there is some connective tissue which is 
distinctly infected This should be rubbed with a 
sponge soaked in a strong antiseptic solution, or 
you may snip it off with a pair of scissors if the 
part involved be not the wall of the bowel. 

Then arises the question, Should you drain? 
In cases which yield a fair amount of pus and 
leave some contaminated tissue behind, it is better 
to drain for a time. There are many instances in 
which draining would have saved trouble. This 
point must be decided in each case; many cases 
do well without draining. 

The closing of the abdominal cavity should be 
accomplished by suturing in layers. I have not 
done this until quite recently, but I think it is of 
advantage in the hope of avoiding a ventral hernia. 
The peritoneum in this method of suturing cannot 
be drawn up to the skin. The peritoneum is 
sutured evenly, and allowed to drop back; die 
muscular wall is also separately sutured, and then 
the skin over that. You have then three or four 
layers, and feel satisfied there is a good interval 
between the skin and the peritoneum. 

I will now briefly mention a few cases. In the 

last nine months I have bad five cases of removal 
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of the appendix—three of them in hospital, and 
two of them in private practice. There were also 
two other cases of operation, in which, however, 
the appendix was not removed. 

The first was in May. A man, aged 28, had had 
three attacks in two months. None of them were 
serious, but he was in constant fear of having 
farther attacks, and could not work at all. Opera¬ 
tive relief was justified because his life was a burden 
to him. The appendix was found in a swollen 
state, and tucked down underneath the caecum. 
The a ppendix was removed by the cuff-flap method, 
and was found to be affected with the catarrhal 
farm of inflammation; it was a distinctly thick- 
walled appendix without pus. He convalesced in 
the ordinary way, and beyond the fact that he had 
a “ stitch abscess ” ten days afterwards, there were 
no complications. 

The next case was that of a missionary, aged 31, 
whom I was asked to see by Dr. Lankester and 
Dr. Hawkins, on July 6,1894. Since the previous 
November, while in India, he had had six severe 
attacks and three minor ones, and there was still 
a distinct lump in his iliac fossa. Had he not been 
in India he might have been operated on for the 
first attack, and been saved the others. He only 
weighed six stone, whereas his normal weight was 
eight stone. The operation was performed on July 
9, and the appendix was again found tucked under¬ 
neath the caecum on its outer side. Pus escaped 
at the moment of the separation, through an 
ulcerated opening in the wall of the appendix, 
which was removed in the manner previously 
described. I did not take off the connective tissue 
to which it was adherent with a pair of scissors, but 
this I shall do in other similar cases. The patient’s 
temperature remained normal from the 9th to the 
15th, when it was ioo°. On the 16th (exactly a 
week after the operation) the temperature was 
101.2 0 . Deep-seated fluctuation was found on the 
outer side of my incision, and was relieved by a 
fresh incision (not through the old wound). The 
pus had slowly fanned at the exact spot from 
which the appendix had been removed, and had 
arisen from the infection of the tissue to which the 
appendix had been adherent. This would pro¬ 
bably have been avoided by removing this con¬ 
nective tissue at the time of the operation. In 
another week the abscess was closed, and he was 
quite well. When I saw him in November he 
weighed nine stone, just one stone more than his 
normal weight 


The third patient was aged 28, and was first 
seen on July 9th, 1894. The first attack was in 
1887, the second in 1892, the third November, 

1893, the fourth February, 1894, the fifth May in 
the same year, the sixth ten days before I saw him. 
The point of interest was, that with the first attadc 
he was in bed six weeks, with the second three 
weeks, the fourth one week, the fifth six days, the 
sixth four days. Between die attacks he was free 
from pain. 

On July 16th the operation was performed in 
St. Thomas’s Home. He was very stout, con¬ 
sequently the wound was of necessity very deep. 
His appendix was in a curious condition. It was 
of the length and size of the last phalanx of the 
little finger, and contained pus. The remainder of 
the original appendix was represented by a long 
thin cord. This stump was removed on a level 
with the caecal wall. He convalesced in the 
ordinary way without any trouble, but had a small 
abscess in the scar on August 4th. This was not 
connected with the stitches, but with the great 
depth of fat which had to be gone through before 
reaching the muscular layer. A thick layer of fat 
is a serious trouble in the primary healing of 
wounds, as it is liable, when bruised, to form a 
suitable medium for the growth of organisms. 

The next patient was a coachman, whom I saw 
with Dr. Sharkey, in September, 1894. His first 
attack was in October, 1893, the second February, 

1894, the third September 23rd, 1894, for which 
he was admitted. On admission his temperature 
was 102°. In the course of three or four days the 
general symptoms disappeared. When I saw him 
a week afterwards he still had a lump in his right 
iliac fossa. The operation was done October 10th, 
1894, when a lump could be felt. The omentum 
was found covering the caecum; it was so firmly 
adherent to the outer side, that a portion of the 
omentum was still left clinging to the outer ab¬ 
dominal wall before the appendix could be 
reached. At the base of the appendix there 
was a hole through which pus was issuing. I 
need not say more than that a great deal of care 
was taken to disinfect the part after removal. I 
found the operation very difficult, taking an hour 
and a half. In this case I felt sure, from the 
inability to disinfect the parts thoroughly through 
a long and difficult operation, that a glass drainage 
tube would be necessary. This was soon changed 
for a rubber tube, and finally removed on the 24th* 
He developed left femoral thrombosis, which could 
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have had no direct connection with the operation, 
as it was on the opposite side. He got perfectly 
well. 

The next case was a man of 18, who came from 
Dr. Grd, in Suffolk, during January of this year. 
The man’s temperature had been high for a fort¬ 
night during his first attack last May, and there 
was a lump felt by Dr. Ord in the right iliac fossa. 
His second attack was in December last, and in 
both of them he had been very ill. I found a very 
small nodule in the position of the appendix. The 
operation, which was performed on January 25th, 
presented no difficulty. It was a case of the 
catarrhal form of inflammation with two hard 
concretions, which could not be flattened by the 
fingers* A knife had to be used to cut them. 
Tins abdominal wall was sutured in layers in the 
manner previously described. He made an un¬ 
interrupted recovery. 

Just to complete the subject, I would mention I 
had two other cases of operation in 1894, in which 
the appendix was not, however, removed. One of, 
the cases was under Dr. Hawkins in the early part 
of 1894. The patient had had only one attack. ' 
At the end of that attack a lump was felt. I 
operated, but found, to my sorrow, that the 
appendix was tucked up under the ileum. As it 
was not of the infective class, and could only be 
removed with some difficulty and danger, it was 
left in situ . I think, however, that on a similar 
occasion occurring in my practice it will be 
removed. 

The second instance of non-removal was in 
private practice with Drs. Stone and Hewetson, of 
Reigate. This patient had never had an attack 
before, but during this attack he had had a rigor 
and a temperature of 105°. We considered it 
probable that suppuration had taken place, and I 
operated with that expectation. He had thick, 
fat abdominal walls, and no swelling could be felt 
below them. The peritoneal cavity was therefore 
opened But as there was no pus the appendix 
was not unravelled. The man got perfectly well. 

The Use of lee in Asthma.—Dr. Sangree . 
has succeeded in cutting short a spasm in a ; 
severe attack of bronchial asthma by applying ice 
over the course of the pneumogastric nerve at the 
root of the neck. Five minutes after the applies- ; 
tion the spasm relaxed completely and the patient; 
slept, after having heen four days without sleep. ! 

{Bull. Gtn . ds Thtrap.) 


THE MODERN TREATMENT OF 
FRACTURES. 

BY 

A. MARMADUKE SHEILD, M.B., F.R.OS., 

A ssis t a n t Surgeon and Lecturer on Practical Surgery 
at St. George’s Hospital 


“ The treatment of fractures as it exists at pre¬ 
sent is a disgrace to surgical practice.” This 
statement, made by a responsible officer in a 
clinical lecture to students at Guy’s Hospital, 
appears to me to be one of much gravity, and, 
forming the conclusion of a discourse on a novel 
method of treating fractures, in The Clinical 
Journal for April 17th, 1895, affords a useful text 
for a short article designed to consider some of 
the points raised. Mr. Lane’s arguments may 
fairly be summed up under the following head¬ 
ings:— 

(1) That changes take place in the joints in the 

vicinity of a fracture due to the alteration 
in the direction of transmitted force. 

(2) That the shortening in a fracture is not due 

to spasmodic contraction of the muscles 
so much as to haemorrhage and effusion. 

(3) That the immediate treatment of fractures 

by plaster of Paris is not advisable. 

(4) That the results of the ordinary treatment 

of fractures is so bad that operative 
measures should more widely be adopted. 

Taking the first point, any practical surgeon 
knows that the condition of the neighbouring 
joints after a fracture usually gives as much, or 
more trouble, than the injury itself. This is doe 
to a variety of causes, but to none less than the 
important fact that joints frequently get severely 
injured when a bone is fractured. Nothing is 
more common than to find great effusion into the 
knee in fractures of the femur, or into the wrist 
joint in Colles’ fracture. Some of these cases are 
due to mere sprains, others to injuries of the 
synovial membrane by the broken bone. The 
.long-continued rest insisted upon in the treatment 
.of fractures leads, when the joints are injured, to 
adhesions with all their troubles. As Mr. Lane 
points out, in a predisposed person, chronic affec¬ 
tions of a rheumatoid type may arise. That these 
changes are more due to injury than to errors of 
transmitted force appears to me to be very pco- 
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table. I strongly hold that joint changes in the 
vicinity of a fracture are largely to be avoided by 
the plan of treatment I shall presently describe. 
The alteration in the shape and direction of arti¬ 
cular surfaces depicted in Mr. Lane's figures are 
rather of a compensatory than of a degenerative 
nature, and the attendant lameness would seem 
due to the faulty union of the fracture than to 
articular changes. 

Mr. Lane's second point, that the shortening is 
due to haemorrhagic effusion and inflammation, 
rather than to muscular contraction, seems to me 
hardly proved. Indeed, I cannot but hold that 
the contrary is the case, seeing the remarkable 
manner in which great shortening and deformity 
can be reduced under deep ether anaesthesia. 
This I have witnessed so often that I cannot be 
mistaken. Should the parts be left displaced for 
weeks or months, until structural shortening of the 
muscles occurs from the organization of inflam¬ 
matory material, I can then easily understand the 
M immense resistance ” encountered by Mr. Lane. 
But this with, ordinary careful treatment should 
not occur. Although muscular contraction may 
have been overrated in producing the deformity 
of fracture, I feel sure that consideration and 
treatment of it in practice is of the greatest im¬ 
portance. 

With regard to the third point, the immediate 
application of plaster of Paris, I am aware that 
opinions differ, but I do not hesitate to cordially 
agree with Mr. Lane, that unless for very slight 
fractures, with little displacement or swelling, the 
immediate application of plaster of Paris is bad. 
The swelling may conceal displacement, which 
afterwards escapes detection, and the method cer¬ 
tainly fosters the local neglect of fractures, which 
is now so marked a feature among dressers and 
junior qualified men. 

The after-application of plaster of Paris, on the 
contrary, to fractures about joints, I hold to, be 
very valuable. I have long practised it, with the 
best results. 

With regard to the fourth point, that the modem 
treatment of fractures is bad, I partly agree with 
Mr. Lane, I partly differ from him. And here I 
would draw attention to a very important con¬ 
sideration, which cannot be too widely recognized 
by all surgeons, cannot be too thoroughly laid to 
heart by every medical student. . Any students 
who have attended my classes at Charing Cross 
and ; St« George's Hospitals will be ready to bear 


testimony to the fact that they have had many a 
quiet smile at my expense on hearing me speak 
with some energy on the subject of fractures, 
which I have affirmed again and again will give a 
surgeon more trouble in private practice than 
almost any class of cases he is brought into con¬ 
tact with. The technical difficulties of dealing 
with a tad fracture are almost too numerous to 
mention, but I will support Mr. Lane when I fea*» 
lessly assert that the majority of students and 
medical men ignore the subject, or give it such 
scant attention that the ultimate results of fractures 
are too often deplorably bad. Actions for mal- 
praxis in the treatment of fractures are still too 
common, and a badly united “ broken leg,” lead¬ 
ing to lameness and deformity, is a tad and lasting 
advertisement of incapacity to the surgeon who is 
so unfortunate as to be responsible. 

This is largely due to the tendency of modern 
surgical examinations, where it is thought more 
desirable for a young man beginning practice to 
know the varieties of aneurysm, or the latest 
operation upon the intestines, than to be an adept 
at the treatment of the common accidents and 
maladies of surgery, which form the bulk of prac¬ 
tice. Students now seldom perfect themselves in 
the minutiae of bandaging, splints and position, so 
essential in the successful treatment of fractures. 

The neglect of fractures by students is also much 
assisted by the immediate application of plaster of 
Paris, which saves trouble, and the fact that they 
do not see the ultimate results of their cases. The 
labourer who in five weeks time is discharged to a 
convalescent home, with his discharge sheet marked 
“ well united” by a cheerful clinical clerk, is never 
seen again. He bemoans his swelled leg and stiff 
joints in the public-house, or in the silence of his 
poor home, and nothing more is heard of him. A 
very different tale will be told by the fussy and 
opulent county magnate, who has to get “ quite 
well,” and who will certainly blame his surgeon 
for any slight stiffness or deformity. If infinite 
pains and trouble be taken over even ’ oblique 
fractures, the results are far different to what Mr* 
Lane would lead us to believe, and the results of 
private practice treatment by careful surgeons 
would probably show, in the vast majority of cases 
excellent results, without any operative treat ment ; 
I here speak largely from my own experience. It 
has been my good or tad fortune to have to treat 
several exceedingly tad cases of fracture in private 
individuals, these included, (x) Fracture with great 
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displacement of the surgical neck of the humerus, 
in a man aged 70. (2) Oblique and comminuted 
fractures of both legs caused by direct violence 
(railway accident) in a man aged 62. (3) Fracture 
of the shaft of the humerus caused by direct 
violence, with comminution and great displacement. 
(4) Two cases of bad Pott’s fracture, with great 
swelling and eversion. In all these cases, which 
were typically bad ones, the ultimate results were 
very good, but only attained by vigilant care, 
supervision, and after-treatment, extending over 
many months. Such infinite pains and trouble 
indeed, as could hardly have been bestowed on 
individuals less fortunately circumstanced, who 
are not able to give up time and care to their 
treatment. 

It seems to me, that where the treatment of 
fractures in hospitals and among the poorer classes 
seems to fail, is in what one may term the after- 
treatment. It is generally the practice so soon as 
the bones have united, to put up the limb in 
plaster, gum, silica, or some equally abominable 
and rigid apparatus. The consequence is atrophy 
of muscles, from pressure or disuse, stiffness of 
joints, and general weakness and insecurity of the 
limb. The long-continued oedema noticed in bad 
fractures is, I feel sure, due to thrombosis of the 
deep veins, which are lacerated by the broken 
bones, or direct crushing violence. I have verified' 
this by post-mortem examination of fractures, in 
those who have been killed in accidents. Mr. 
Lane seems of opinion that the oedema is due to 
the stiffness and rigidity of the muscles of the 
limb. Disuse of muscles of course retards the 
venous circulation, but I believe the true source 
of that persistent oedema found after fractures, is 
deep venous thrombosis. Mr. Lane has entirely 
ignored this important point. I cannot see that 
operations of any kind would benefit this con* 
dition. It is my deliberate opinion that the 
practice of keeping the muscles disused and the 
joints stiff, after a fracture is united, is responsible 
for many troubles. It is essentially bad and 
illogical. 

I may now give a sketch of how I believe a 
fracture should be treated, and will take as an 
illustration a bad case of oblique fracture of the 
leg. In the first place I long ago learned from the 
practice of a distinguished surgical baronet the 
folly of attempting at once to fix a bad fracture in 
accurate position. The “ setting,” as the public 
persist in calling it, should be postponed until the 


inflammatory effusion has to some extent subsided, 
and the blood is beginning to be absorbed. The 
spasmodic contraction of muscles, so marked when 
they are at first irritated and partially lacerated, 
subsides markedly in a week or ten days. Hence 
I should place the limb upon a comfortable back 
splint, with side splints, and sling it in a Salter’s 
cradle. The seat of fracture should be exposed, 
and a cold lotion, composed of spirit, lead, and 
water, constantly applied on strips of lint. Bullae 
should be at once pricked with a fine needle. 
Tight splinting and rigid confinement with band¬ 
ages should be avoided. In a week or ten days, 

I should, under ether, get the fracture into good 
position, and this would be greatly aided by having 
the knee well bent, and making extension from 
the foot. Splinting should be most carefully car¬ 
ried out, pads being introduced where needful, 
and the limb should be inspected daily, the most 
scrupulous care as to application of the splints and 
position being observed. In a month or five weeks 
leather splints with straps and buckles should be 
applied. These must be made by a skilled instru¬ 
ment maker. Towards the sixth week the bones 
will be firmly uniting, and the limb should be daily 
taken out of its leather case and gently massaged. 
The ankle and knee should receive especial 
{attention, being rubbed and moved; as union 
progresses massage and movement is executed 
more vigorously. It is especially important that 
all movements , as those of abduction and adduc¬ 
tion of the foot, should be carried out. This 
necessitates the movement in their sheaths of the 
tendons round the ankle. Hot douches of sea¬ 
water are also most beneficial. In bad cases 
massage has to be kept up for at least six weeks to 
two months, and I affirm very strongly, that in the 
after treatment, which is generally quite ignored, 
lies largely the successful results or otherwise if 
bad fractures. 

Should the ankle or knee be stiff, movements 
under gas should be at once instituted. In a frac¬ 
ture near a joint, such as a bad Pott’s fracture, 
the treatment is essentially the same, except that 
about the tenth day the foot is encased in a care¬ 
fully applied plaster apparatus, the patient being 
deeply anaesthetised and the parts held in proper 
position by an assistant until the plaster is firm. 
The foot must be at right angles to the leg, and a 
little inverted. At the end of the fifth week, 
leather supports are substituted, and prolonged 
massage insisted upon. In all fractures in the 
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vicinity of the joints, except the hip, I have found 
the plaster apparatus applied under anesthetics, 
after the swelling has subsided, the most advan¬ 
tageous. It will be noted that I have laid no 
stress upon the oblique foot-piece as so strongly 
advocated by Mr. Lane, I have had such good 
results with the vertical foot-piece, taking care that 
the great toe, patella, and anterior superior spine 
are in the same line, that I see no reason to alter 
this method. It will be thus seen that I estimate, 
to get a good result that the most watchful 
and jealous personal care of the surgeon is needed 
over a period of some two months or more. Con¬ 
trast this with what is generally done and taught I 
Besides, I would strongly maintain that much of 
the success obtainable is due to the mechanical 
skill of the surgeon, especially to the celerity and 
ease of his bandaging, to his care in padding, 
strapping, and such-like small details, of which the 
least is often the most important 

Supposing the last and most careful treatment 
to be carried out, I candidly allow that there are 
some very oblique fractures, especially of the 
femur and leg, where the results will still be 
unsatisfactory. I know that such cases occur, and 
I do not hesitate to state, that for such I believe 
the treatment advocated by Mr. Lane to be the 
right one, the mechanical fixing of the frag¬ 
ments together by wire or screw. My experience 
of such operations is limited to two cases. Both 
of them were compound fractures, and I was 
much impressed with the difficulty of the opera¬ 
tion. A long incision had to be made and several 
muscles divided before the bones could be drilled 
and wired. The after results were excellent, and 
a posterior opening for drainage seemed very 
advantageous. I feel sure that in compound 
fractures this practice is sound and good. 

But the difficulty of these operations, attested by 
Mr. Lane when he speaks of extensively dividing 
muscles and skin, and of using powerful elevators 
and Lion forceps to get the parts into apposition, 
in my judgment, does away with their general 
utility. Broken limbs are the common accidents 
of life, and have to be treated by medical men in 
all parts of the world. I venture to believe that if 
anyone undertook the treatment of an oblique 
simple fracture by operation, without a most 
thorough practical knowledge of aseptic surgery, 
and of operative proceedings, he would probably 
land his patient and himself in grave disaster. 
What we want in common injuries is not to advise 


operations, but to obviate them, and I feel sure 
this is to be done by giving far more individual 
care and attention to fractures than is usually the 
case. In my judgment we should constantly 
impress upon our students the importance and 
difficulty of the local treatment of fractures, rather 
than advising them to undertake operations of 
gravity. The comparison between osteotomy, 
which Mr. Lane perhaps rather too strongly 
speaks of as “ mutilation," and the fastening 
together of a simple fracture hardly holds good. 
In Pott’s fracture, which is more troublesome and 
difficult to treat than any other, l trust that Mr, 
Lane will give us more information regarding the 
operative treatment. I cannot see how the 
replacing of the fibular fragments through an 
incision “a little more than an inch in length’ 1 
quite deals with the whole displacement I 
imagine, to make the operative proceedings 
complete, the broken internal malleolus (for it is 
usually broken) would have to be drilled and 
wired. This would open the ankle-joint, and 
much increase the responsibility of the surgeon. 

Although I widely differ from Mr. Lane in 
many points, I believe he has done good service 
in drawing attention to this subject. Anyone who 
carefully reads his lecture will see that he defeats 
his own recommendations, and demonstrates that 
the operation of screwing together simple fractures 
should be reserved for a few exceptional cases, 
and always performed by very skilled surgeons. 


Prescription for Asthma.— 

R Ammon, iodidi . Sij 

Ext. grindelia rob.f 3 ss 

Tr. lobelias .) 

Tr. belladonna ... f ™ 

Syrup pruni virg. 3 j 

Aq. dest. 

M. Sig.: Teaspoonful three times a day. 

(Med. Review.) 


Pityriasis Versicolor.— 

R Cold cream . 31J 

Unwashed precipitated 

sulphur . 3i 

Iodide of sulphur ... 3 i 
Red oxide of mercury... gr.15^ 

Rub in well three times daily, then dust with a 
powder made of talc and starch. 
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ON THREE CASES OF SECONDARY 
MALIGNANT DISEASE 
INSIDE THE CHEST.* 

By STEPHEN PAGET, M.A., F.R.O.B., 

Surgeon to the West London Hospital and to the 
Metropolitan Hospital. 


From the point of view of pathology, these cases 
are not all alike, nor are they all complete; but from 
the point of view of practice they had a common 
interest, and seemed more alike than they really 
were. In the first case, the diagnosis is happily 
not yet quite certain. In the second, there was 
no post-mortem examination. Still, the cases were 
practically so much alike that I have ventured to 
keep them together. 

Case i. Miss A., 34, came under my care on 
January 3rd of this year. For four years she had 
observed a lump in her breast. In the upper and 
inner part of the right breast was a small tough 
ill-defined nodule, and at one or two other points 
the breast felt rather tough and hard. The skin 
over the breast and the nipple were healthy, and 
there were no enlarged glands. I removed the 
breast two days later, and I should like to say 
a few words about the operation. She very much 
wished that some part of the breast should be 
spared. So the incisions were made high up, the 
lower one just avoiding the nipple; then the 
whole of the breast was dissected out, leaving a 
very large lower flap of skin only, like a big watch- 
pocket, having the. nipple on its free edge. This 
pouch of skin was drained by a counter-opening, 
and the wound healed well. I have also used this 
method in a case of general cystic degeneration of 
the breast. To many women, the removal of the 
whole breast seems a sort of outrage, bringing with 
it some loss of honour or of sex; and the know¬ 
ledge that the nipple is still there, and the 
sensations that it still excites, may just save a 
nervous, high-strung patient from drifting after the 
operation, as a patient of mine once did, first into 
melancholy, and then into insanity. 

On March i8:h, only ten weeks after the opera¬ 
tion, Miss A. showed me a minute recurrent 
nodule, no bigger than a pea, in the subcutaneous 
tissue, above the inner angle of the scar. Her 

• A Paper read before the West London Med. Chir. Society 


general health seemed very good, and I advised 
that the nodule should be removed at once. But 
I had the benefit of Dr. Douglas Powell’s advice 
on the case; and he found reason to fear that the 
pleura was already involved. Over the lower part 
of the lung, about the axillary line, there was a 
faint creaking sound on respiration, as if from 
some thickening of the pleura; and the move¬ 
ments of that side of the chest and of the lung 
seemed slightly impaired. But it was just possible 
that these signs might not be due to cancer of the 
pleura. Where the breast had been there was now 
a thin rigid stretch of skin. This might cause the 
loss of movement and of expansion, and the fric¬ 
tion sound might possibly be due to an old 
pleurisy, or to some simple thickening of the 
pleura after the operation. It was thought best, 
therefore, to give her “ the benefit of the doubt,” 
and the recurrent nodule was removed, with part 
of the pectoral muscle. 

With regard to this case, I should like to 
observe first that the rapid return of the disease 
was not due to the non-removal of the nipple and 
of the skin over the lower part of the breast. 
These remain healthy; the disease returned high 
up, above the line of the scar. Next, that the 
signs of disease of the pleura were so slight that 
Dr. Powell established their presence only after 
prolonged examination. I had not even suspected 
anything of the kind, having made the common 
mistake of looking at a surgical case from a merely 
surgical point of view. 

Case 2. Miss B., 55. In March, 1890, I re¬ 
moved the right breast, and part of the pectoral 
muscle, for a large mass of cancer, which had 
already made its way deep into the muscle. In 
November of the same year, I removed two small 
recurrent nodules, near the sternal end of the scar. 
In April, 1891, she began to complain of shortness 
of breath, and of pain and difficulty in getting up¬ 
stairs ; and Dr. de Havilland Hall found signs of 
a very extensive pleural effusion. The case is of 
interest on account of the great relief that was 
given by repeated aspiration. The chest was as¬ 
pirated five times in the next five weeks; the 
quantity of fluid varied from thirty to fifty-three 
ounces; it was always bright and clear, never 
tinged with blood. At the last aspiration, three 
days before her death, she seemed so near death 
that I hesitated to do it; but it gave her great 
relief, and only a few hours before she died she 

was begging to be tapped once more. She used 
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to drop asleep after being tapped, almost as soon 
as the needle was withdrawn. The same im¬ 
mediate sleep often follows tracheotomy, and it 
has also been noted in several cases of puncture 
of the abdomen for the relief of acute distension; 
in a case where I did this on several occasions, 

I have seen the patient go to sleep even before 
the needle was withdrawn. This sleep is so 
sudden that it can hardly be due to the mere 
relief of the patient from distress or pain. Nor is 
it easy to see how the return of the lungs to their 
proper activity can produce it. 

Case 3. A girl, 14, was under my care in the 
Metropolitan Hospital in January, 1894, with sub¬ 
periosteal sarcoma of the lower end of the right 
femur, and I amputated the limb through the 
middle of the thigh. The tumour was a mixed 
sarcoma, containing spindle cells, myxomatous 
tissue, and cartilage, and was partly calcified. I 
saw her from time to time during 1894, and she 
kept in good health: once she complained of some 
pain in her left side, but this soon passed off. In 
January of this year she was seized with a sharp 
pain in her left side, and shortness of breath; and 
her medical attendant found all the physical signs 
of pleurisy with effusion: but she had no cough, 
no rigor, and but little pain. After some weeks 
at home, she was admitted to the Hospital. The 
heart was pushed far over to the right of the sternum, 
and there was every sign of a huge effusion into 
the left pleura. The veins over the chest wall were 
not dilated: the left leg was not oedematous. 
Nothing but blood was drawn on aspiration: but 
a flake of tissue came away in the eye of the 
needle which, under the microscope, showed small 
round cells. A few days later, under ether, an 
incision was made through the pleura, and we 
found we had to deal with a huge solid growth. 
The patient nearly died on the operating table: for 
ten minutes her breathing was almost at a stand¬ 
still, all the accessory muscles of respiration tugging 
at the ribs without lifting them. Happily, I thought 
of giving her oxygen, and this revived her. She 
lived about a week longer, without much pain, and 
the use of oxygen never failed to relieve her 
dyspnoea. 

The specimen shows an enormous mass of 
disease: the left lung was almost gone: only the 
uppermost part of it can still be seen, and this part 
was hollowed out into a large cyst full of blood. A 
huge osteo-sarcoma filled the whole cavity of the 
left pleura, and showed the print of the ribs, dia¬ 


phragm, and left kidney, like plaster of Paris run 
into a mould. The disease had also invaded the 
anterior mediastinum, the base of the right lung, 
the lower ribs on the right side, and the spine. 
There was also fibrinous pericarditis. 

The chief points, therefore, in this case are: 

1. The rapid recurrence of the disease, though 
the microscope showed no specially malignant 
tissue in the primary growth. Ought the surgeon, 
in subperiosteal sarcoma of the lower end of the 
femur, to remove the whole bone, either by primary 
amputation at the hip, or by first amputating 
through the thigh and then, a few weeks later, 
removing the rest of the bone by Furneaux 
Jordan’s method? 

Some years ago I amputated through the thigh 
for this disease in a young girl; it recurred in the 
stump, and I removed the recurrent nodule; it 
recurred again, and I amputated through the hip 
joint. This last operation was nearly four years 
ago and she is still in good health. But one case 
proves nothing; and there is a paper by Borck* 
on amputation at the hip joint for sarcoma of the 
lower end of the femur, in which he says: “ Out 
of 87 cases thus treated, I have not as yet found 
a single case where it is certain that a permanent 
cure was effected.” 

2. It is worth noting that the disease began on 
'the right side of the body, but recurred on the left 
side. 

3. Except for the fact that she had been the 
subject of malignant disease, there was nothing to 
suggest that the case was not one of simple 
pleurisy. Her illness began with a sharp pain in 
the side, and a catching of the breath. The only 
difference was that she had no cough at any time. 
The physical signs were those of pleurisy; and 
she had no dilated veins, no haemoptysis, no signs 
of pressure on the deep veins or lymphatics. 

4. The inhalation of oxygen gave her great 
relief; I believe that it saved her life on the 
operating table, and it was of the greatest comfort 
to her during the few remaining days of her life. 

5. As a last resource, we tried the fluid which 
Dr. Coley of New York uses for injection into 
sarcomata that are past operation. His method is 
described at full length in the last number of the 
Transactions of the American Surgical Associa¬ 
tion. It is based on the fact that an attack of 
erysipelas in the neighbourhood of a malignant 
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tumour has, in some few cases, been followed by 
decrease, or even by disappearance of the tumour; 
and some German surgeons have treated cancers 
of the breast, past operation, by inoculating them 
with erysipelas; but several patients have died of 
this treatment Dr. Coley tried filtering off the 
bacilli of erysipelas from the nutritive fluid in 
which they had been cultivated, and injecting 
this fluid into the tumour, thus using the products 
of the bacillus, but avoiding the rash which follows 
inoculation with the bacillus itself. Later on, he 
found that he got better results if he used the 
nutritive fluid in which two different organisms— 
the bacillus of erysipelas and the bacillus pro- 
digiosus—had been cultivated side by side; and 
this is the fluid that he now uses: a sterilized broth 
containing the toxins of these two organisms. His 
results are certainly full of interest, but other 
surgeons have failed to get any results at all. The 
method is still on its trial, but it deserves to be 
carefully tried, however little hope we may have of 
it; nor can anything be said against it because in 
this particular case it did no good. 

In submitting these three cases to the Society, I 
should like to say:— 

i. They illustrate the value of a medical opinion 
in a surgical case, and of a surgical opinion in a 
medical case. In the case of the first patient, the 
surgeon neglected to examine the chest; in the 
case of the third patient the physician took no 
account of the fact that she had been through a 
surgical operation for malignant disease. 

a. They raise two questions as to diagnosis. Is 
there any sure sign of infection of the pleura in 
its earlier stages ? And is there any sign by which 
we can make a certain diagnosis between a large 
solid tumour of the lung and an effusion into the 
pleural cavity? 

3. They suggest certain methods of treatment 
which may be worthy of discussion—the influence 
of a more sweeping and more dangerous operation 
for the primary disease—the value of repeated 
aspiration, and of the administration of oxygen, to 
palliate the miseries of the recurrent disease—and 
the possibility that Dr. Coley’s method may, in 
time, be so far improved as to give us some better 
hold over these terrible cases than we have at 
present. 


THERAPEUTICAL NOTES AND FORMULAE. 


Asthma. —At the moment of the attack, spray 
rapidly the back of the patient with chloride of 
methyl, from above downwards, and from below 
upward. The attack will cease in a few moments, 
if not, spray lightly the upper part of the chest 
If the skin be delicate, as in women, cover the 
parts with a bit of fine gauze, and make the 
strength of the spray proportionate to the strength 
of the patient and the violence of the attack. 

(Gaz. des H 6 p .) 


Burns, Scalds, and Frost-Bites.— Immerse 
part for several minutes in a 2 per. cent, solution 
of carbolic acid, prick blisters, spray part with 
solution of hydrogen dioxide, and cover with 
strips of Lister protective moistened in carbolic 
acid solution. Apply over that the usual sterilized 
gauze and bandage. Acetanilid may be lightly 
dusted on under the protective, and sometimes 
seems to have a happy effect. Change dressings, 
with the same regard to antisepsis, every other 
day .—(Philadelphia Polyclinic ). 


Incoeroible Vomiting of Pregnanoy. —Apply 
the continuous current, placing the positive pole on 
the clavicle, between the two branches of the 
sterno-cleido-mastoid, and the negative pole over 
the umbilicus. Use a current of 10 or 15 milliam- 
pferes for from fifteen to thirty minutes. This 
method succeeded in five cases in which vomiting 
was so intense as to render provoked abortion 
almost imperative.— (Gas. des Hdp .) 


Indigestion 

& Oil of cloves . nyi or iij 

Diluted hydrochl. add ... TT\^xv 

Tinct of nux vomica ... n^x* 

Comp. tine, of cardamom ... f 3 ij 
M. To make one dose, given before meals, 
thrice daily. 


If there is much pain, give about TT^Hj of spirit 
of chloroform. If acid eructation is severe, give 
sodium bicarbonate, gr.x instead of the hydro¬ 
chloric add. If there is attendant constipation, 
give 3ss doses fluid extract of cascara at bed-time. 

(Philadelphia Polyclinic). 
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LITHOTRITY OR LITHOLAPAXY. 

Delivered in connection with the London Post-Graduate 
Coarse, at the Cleveland Street Sick Asylum, 

May i6, 1895, 

By REGINALD HARRISON, F.R.O.S., 
Surgeon to St. Peter’s Hospital. 

Gentlemen, —I purpose devoting this occasion 
to the consideration of some points connected with 
the technique of lithotrity, as supplementing a 
previous lecture* on the formation of urinary 
calculi, relative more especially to their prevention. 
I select this method of treatment as representing 
the rule now generally adopted, and I hope on 
some future occasion to discuss those rarer ex¬ 
ceptions where lithotomy has to be substituted. 

It is impossible for a surgeon who has been 
considerably engaged in the practice of any 
particular operation not to have learnt to attach 
importance to some details connected with it 
which may not always be found in surgical text¬ 
books. These points will here specially relate to 
the construction of the implements employed in 
crushing and removing stone in this way, and to 
their use. In these remarks the terms “ lithotrity ” 
and “ litholapaxy ” will be regarded as synonymous. 
I hope that though I am not giving you a demon¬ 
stration on a patient to-day, the time will be so 
spent as to enable you to observe with greater 
advantage the operations you may have in the 
future the opportunity of witnessing or of taking a 
part in. 

First of all in reference to sounding, or the 
method that is employed to determine the probable 
presence or absence of a stone in the bladder, so 
as to place the diagnosis as far as possible beyond 
the range of guess-work. A man, woman, or child 
comes to you with symptoms pointing to some 
irritant either within or adjacent to the urinary 
bladder, the precise nature of which it is necessary 
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you should discover. I think I may say I have 
never seen any harm arise from sounding in a 
male or female child, in a woman, or in an adult 
male not beyond middle age. On the other hand, 
in elderly men I have known the most serious 
consequences ensue. Hence I would behove you 
to be on your guard in the latter instances and not 
to be too precipitate. 

I have on some occasions allowed persons to 
conclude interviews with me who certainly had 
symptoms resembling stone and should have been 
sounded, merely because they would not comply 
with my conditions. You will naturally ask what 
are these, and to whom do they apply? 

Let me answer you in this way. An elderly 
man comes to you suffering from an irritable 
bladder, with perhaps some degree of opacity or 
change in the constitution of the urine, which may 
lead you to suspect, quite reasonably, that his 
prostate is large and troublesome. You put your 
finger into his rectum and discover that this is the 
case, and you prescribe accordingly. In a week 
or so he returns with no improvement This 
suggests to your mind that the irritation may be 
due to a calculus lying behind the enlarged 
prostate you have correctly diagnosed. 

The first impulse is to pass a sound and to 
ascertain whether this is so. This is perhaps done 
on the sofa in the consulting room, the full pros¬ 
tate causing some little pain and difficulty, and a 
stone is or is not discovered. The patient returns 
home, has a rigor, a cystitis, or a swelled testicle, 
and is ill for some days, with a high temperature, 
for which, not unnaturally, you are blamed, though 
there can be no question as to the correctness of 
the diagnosis thus arrived at. This does not often 
follow, but when it happens either you, or your 
art, or both, are liable to be discredited. Hence, 
it is better first to tell patients coming under this 
category of the necessity for the use of a sound, 
and to employ it with all the precautions and 
resources that a comfortable bed, an anaesthetic, 
antiseptics, and proper attentions afford. Then 
there is this assurance: if there is no stone there 
is no prospect of your patient being harmed in the 
ways mentioned, and he is up and about again on 
the following day. When all doubts on this point 
Digitized by CjOO^lC d 
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are removed, medicinal or other treatment may 
now be proceeded with advantageously. On the 
other hand, if a stone is discovered, by the time 
the patient wakes up from the ether the bladder is 
freed from its tenant. One anaesthetic covers the 
detection and removal of the foreign body. 

I do not know which is the more prejudicial to 
your reputation as a surgeon, either to make a 
person ill by sounding him when such a con¬ 
tingency is not provided against, or to let him go 
about and continue treatment with an undiscovered 
stone in his bladder. Neither of these events need 
happen if proper precautions are taken. Apart 
from the special reasons I have stated, the period 
of waiting between a sounding and the operation 
for removing the stone, is invariably trying to the 
patient, and is usually unnecessary. Further than 
this, in elderly persons with pouched or sacculated 
bladders, it may be requisite for the discovery of 


The lithotrites should be of the finest make and 
material, and their breaking power be carefully 
tested before they are put into use. The re¬ 
sistance of stones relative to the construction of 
lithotrites, based on accurately measured tests 
applied to 184 vesical calculi, forms material for a 
paper of much practical value, chiefly from a 
mechanical point of view, by Dr. W. S. Forbes.* 
Here is a lithotrite which, though of modern con¬ 
struction, could not be used without doing damage 
to the coats of the bladder. You will at once 
recognize this by merely holding the jaws of the 
instrument within the palm of the hand. An 
expert lithotritist will remove a large stone with so 
little bleeding as to barely discolour the water in 
the wash-bottle. This should always be aimed at, 
and after some little practice may generally be 
accomplished; it would, however, be impossible 
with an apparatus of this kind. 



the stone to adopt an expedient which was first 
suggested by Dr. Freyer. This consists in using 
the aspirator and the metal evacuating catheter 
jointly as a sound. In this way small stones may 
indicate their presence by being made to come in 
contact with the end of the instrument by the 
movement of the fluid within the bladder. This 
is another reason why in doubtful cases an 
anaesthetic should be employed. I can only say 
that no cases have done better or recovered more 
rapidly than those where searching for the stone 
and its removal by operation were concurrent. 

I will now assume that the stone or stones which 
have been discovered by the sound, together with 
the bladder and the passage to it, are deemed 
favourable for lithotrity. With the view of pro¬ 
ceeding with this operation, a few remarks will be 
offered on such instruments as may be required in 
the case of a male adult with a normal urethra. 


On the other hand, here is a specimen of the 
most recent lithotrite (Fig. 1), which has been 
made to order for me by Messrs. Weiss & Son. I 
have found it efficient and safe so far as the patient 
is concerned, and convenient and easy in its ap¬ 
plication. In sparing the hand of the surgeon, as, 
for instance, in a prolonged operation on a large 
and hard stone, and thus tending to preserve the 
natural delicacy of touch, the latter qualification is 
not to be undervalued. The instrument is a 
fenestrated one, but differs from the usual form in 
having a short lever instead of a sliding button, by 
means of which, by the alternate pressure of the 
thumbs, the slide movement is converted into a 
screw when the fragment has been caught and is 
ready for breaking. A corkscrew handle has 
also been substituted for the more generally 
adopted wheel. The corkscrew handle in all 


• “ Philadelphia Medical News,” June 23rd, 1894. 
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respects compares favourably also with the ball 
handle, which was a feature in some of Bigelow’s 
lithotrites. In small stones it really matters very 
little how the crushing force is applied, but in 
large ones, exceeding an ounce or so, this point is 
one of importance, not only from the patient’s 
point of view, but from the surgeon’s. 

A fenestrated instrument of this kind is well 
adapted for the phosphatic form of calculi and 
mortar-like concretions which so frequently occur 
in elderly men. The softer the calculus the greater 
is the necessity for using a lithotrite so constructed 
as not merely to convert a phosphatic stone into a 
stringy mass of mucus and fragments, but what is 
required is to so thoroughly disintegrate a con¬ 
cretion of this kind by a force which neither the 
organic or inorganic constituents of the calculus 
can resist, and thus to secure its complete and 
ready evacuation from the bladder. This, I main¬ 
tain, is not effected by the mere bruising or 
squeezing pressure of a smooth-bladed instrument 


urine quite naturally, and was up and about on the 
fifth day. 

As a rule, the lithotrite should not be with¬ 
drawn so long as any fragments can be readily 
seized and crushed and the instrument works with¬ 
out impaction. When the prostate is large and 
the passage of instruments into the bladder is not 
particularly easy, it is clearly an object to limit as 
far as possible the number of introductions either 
of the lithotTite or the catheter. In this way 
stones of considerable size may be crushed and 
evacuated by a single introduction. 

Passing now to the evacuating catheters to 
which the aspirators for withdrawing the fragments 
are attached, it will be noted that those I generally 
use differ from others you may have seen. You 
will observe that the eyes are larger, with their 
rims smoothly bevelled. In the second place, 
you will notice a very simple provision against 
any difficulty arising from the impaction of a 
fragment in the opening or in the tube itself. 



Fiq. 2. 


in the case of stones like the triple phosphates, 
which are so largely dependent on organised com¬ 
ponents. Evidence of this may be obtained by 
comparing the recent dkbris of a phosphatic stone 
crushed by a smooth-bladed lithotrite with that 
effected by such a fenestrated instrument as the 
one I have just shown you. This consideration 
may in some measure explain the more frequent 
recurrences noted in the case of phosphatic stones, 
as by reason of their softness it is common to em¬ 
ploy a smooth-bladed instrument on the presump¬ 
tion that they can by this means alone be easily, 
and at the same time, sufficiently destroyed. 

Here are the fragments taken from a patient, 
which altogether weigh 600 grains, and are com¬ 
posed largely of uric acid. I crushed the stone, 
or rather stones, with my new lithotrite six days 
ago, the patient being under ether for fifty-five 
minutes. I wish you to examine the debris and 
to notice how effectually the instrument crushed 
both the hard and soft constituents of the stones. 
The patient has, since the operation, voided his 


The surgeon should always have at hand a stylet 
by means of which the tube can be quickly 
cleared. To remove a catheter with a sharp frag¬ 
ment projecting from the eye may be the means 
of inflicting serious damage on the urethra, and 
ought never to be attempted. To meet contin¬ 
gencies of this kind I use a long copper probe 
fitted with a stop at the handle, and sufficiently 
pliable to adapt itself to the curve of the catheter 
(Fig. 2). This probe can be used for any sized 
evacuator suited for an adult, and I much prefer 
it to having each instrument exactly fitted with its 
own appliance. It only causes confusion when a 
stylet is handed to the surgeon when operating 
which will not fit the catheter in use. A single 
probe of this kind answers every purpose. 

Though curved evacuating catheters are usually 
preferred, I always have by me perfectly straight 
instruments. In some instances where the prostate 
is large they evacuate much more thoroughly. 
When the patient is under an anaesthetic and the 
gland thus becomes less prominent, they are quite 
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easily introduced. I generally saw Bigelow use 
one. 

There is not much to be said in reference to the 
rubber syringes employed for washing the frag¬ 
ments out of the bladder, as all I have seen are 
more or less modifications or adaptations of Bige¬ 
low’s instrument, of which the one I am showing 
you is an original specimen, and was given to me 
by this surgeon when I was in Boston, in 1878. 
In using rubber aspirators for washing out the 
bladder in this class of operations, where the viscus 
is generally in anything but an aseptic condition, 
care should be taken that this part of the apparatus 
particularly is most thoroughly sterilized before it 
is used. 

Where the urine is very offensive, and the 
bladder swarms with bacteria, I usually adopt 
Guyon’s practice of completing the operation by 
washing out with a solution of nitrate of silver (1 
per 1000). Experiments have shown this to be 
the most effectual bactericide for the purpose. 
Perchloride of mercury or carbolic acid are useless 
unless used of a strength which would be painful 
as well as injurious to the patient. Nitrate of 
silver solutions of course require glass or plated 
syringes. 

With this reference to points more particularly 
related to the construction of the instruments I 
employ in lithotrity, I will pass on to notice some 
other details connected with the operation. These 
will include the selection of an anaesthetic, the 
preparation of the bladder, the precautions neces¬ 
sary to avoid injury to the coats of the bladder or 
prostate, the modes of testing the completion of 
the operation, and lastly the subsequent manage¬ 
ment of the patient. 

In reference to an anaesthetic, I may say that 
for years I have hardly ever had used anything 
else except nitrous oxide gas, followed by ether, 
though on a few occasions what is known as the 
A.C.E. mixture has been substituted. Nothing 
hitherto has ever occurred to make me desire a 
change. 

The immediate preparation of the bladder 
before introducing the lithotrite requires a few 
words. On the patient being anaesthetised I pass 
one of the evacuator catheters, and wash out the 
bladder with warm boracic lotion. This prelimi¬ 
nary fulfils several objects. (1) The bladder is 
cleansed, an important point in some instances 
where the urine has perhaps for weeks or months 
been very foul. (2) The operator is enabled to 


gauge the size of the evacuator he is to use. (3) 
It sometimes allows of the withdrawal of a number 
of small stones or concretions, such as the speci¬ 
mens I am showing you. (4) It permits the 
surgeon to leave such a quantity of fluid in the 
bladder as may be desired. I like two or three 
ounces, so as to give my lithotrite sufficient room 
to move in easily between the stone, the frag¬ 
ments, and the bladder. 

The next point has reference to the action of 
the lithotrite within the bladder, so as to avoid any 
interference except with the stone. In a healthy 
bladder, as in the child’s or the adult’s, this is a 
comparatively easy matter; but in elderly persons, 
where by reason of an enlarged prostate the 
bladder is pouched and distorted by depressions 
and elevations in the mucous membrane (which 
may be well studied in museum specimens), an 
operator who has not had much experience in 
cases of this kind may feel somewhat apprehensive. 
A surgeon under such circumstances will not be 
likely to do any harm if he remembers when in 
doubt that a stone or a fragment on being seized 
with the lithotrite should be capable of being 
moved in any direction, provided, of course, that 
the bladder is not almost empty, and hence the 
instrument should not fit the urethra too tightly. 
A slight rotatory movement of the lithotrite by the 
left hand—a manipulation which, by reason of its 
delicacy, may be almost imperceptible to a casual 
observer—before the instrument is screwed up, is 
usually sufficient to indicate a false position before 
any damage is done. I consider this to' be the 
most important movement in connection with the 


process of lithotrity. 

The difficulties which may occasionally exist in 
testing as to whether the operation is completed, 
and all fragments removed from the bladder, can 
only be properly appreciated by some knowledge 
of the various distortions the bladder is capable of 
assuming as a consequence of a chronic state of 
obstructed micturition. A visit to one of our 
pathological museums would soon convince the 
most sceptical that such difficulties are real and 
not ideal, and that a considerable amount of in¬ 
genuity and patience has often to be displayed in 
bringing about the evacuation of the last fragment. 
No writer has attached greater importance to this 
point than Sir Henry Thompson, who, whilst 
recognizing the obstacles under which the search 
has sometimes to be made, emphasizes the fact 
that unless this is> successfully accomplished the 
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operation cannot be regarded otherwise than as 
incomplete. Alterations in the position of the 
body of the patient as he lies on the operating 
table, the free irrigation of the bladder with the 
catheter, both in the ordinary and reversed 
positions, and concussion of the pelvis, with the 
hand, and its elevation, will often succeed in 
dislodging a fragment and permitting its with¬ 
drawal. These are means which the practical 
surgeon will avail himself of when operating in 
cases where there is reason to believe the bladder 
is abnormally disposed. 

In the last place I will devote a few words to 
the subsequent management of the case. For the 
after-treatment of a successful lithotrity there is 
not much more to be done than to see that the 
patient empties his bladder, is kept warm, and fed 
lightly. Convalescence now usually occupies 
about as many days as it formerly did weeks before 
the introduction of Bigelow’s litholapaxy. When 
the urine contains an excess of mucus, as in some 
cases where a stone has been forming for a con¬ 
siderable period, the use of a weak solution of 
nitrate of silver is generally of much benefit in 
restoring tone to the bladder. It is to be used 
after the bladder has been washed out with warm 
distilled water. The strength of the solution to 
commence with should be one-third of a grain to 
two ounces of water, of which half may be retained 
within the bladder. It is remarkable how quickly 
the urine will clear under this or somewhat similar 
applications. 

Where the bladder is atonic or much pouched 
above the prostate, I cause the patient to lie over 
on his belly with his pelvis somewhat raised every 
day for an hour or so, after the viscus has been 
emptied either spontaneously or, if necessary, by 
the catheter. I have frequently found the adop¬ 
tion of this expedient after lithotrity, where for 
some time previously there were reasons for 
believing that the bladder had been only imper¬ 
fectly emptied, of great and lasting service in 
perfecting the process of micturition. Stasis of 
urine in the bladder must be regarded in the light 
of an important contributory element in the 
formation of triple-phosphatic stone. I have dis¬ 
cussed this subject more at length in a recent 
article on saccules and pouches of the urinary 
bladder* 

As for many years a considerable proportion of 
my hospital patients was derived from a seafaring 
• M International Clinics,” vol. iii. Fourth Series. 


population, I was often struck with the fact how 
comparatively few of this class suffered from stone 
or allied affections other than what arose out of 
urethral strictures, which were not uncommon. 
The diet and saline atmosphere I believe had 
something to do with this in persons who had a 
natural tendency to form uric acid in excess, whilst 
the constant movement to which the body was 
subjected seemed to be unfavourable to the con¬ 
cretion of such inorganic particles as the urine 
might happen to contain. Nor did this circum¬ 
stance entirely escape the notice of some of our 
ancient writers, for Aretaeus observed “ that diet 
and anointing and sailing and passing one’s life at 
sea” were conditions which did not favour the 
development of these disorders. 

I have thus endeavoured to bring under your 
notice some points connected with lithotrity which 
may possibly be of service to you. This operation 
is accepted at the present time as applicable to by far 
the largest number of stone cases, whether occurring 
in men, women, or children. Its small mortality 
is due to the improved mechanical conditions 
under which it is now applied, as well as to its 
association with the principles of antiseptic surgery. 
It will, however, be at once conceded that it can¬ 
not, nor is it ever likely to be of universal applica¬ 
tion, as instances will arise where either from the 
nature of the stone or the soft parts, other 
expedients must be substituted if a favourable issue 
is to be attained. 

I shall therefore take the opportunity of including 
in this lecture, a description of some instruments, 
and the process I employ in the performance of 
perineal lithotrity. I see that my first communica¬ 
tion to the profession on this subject was made in 
1888, and though a large number of stone cases 
requiring operation have since passed through my 
hands, I have only performed it in something like 
twelve instances, when on each occasion a suc¬ 
cessful result followed its selection. I make this 
reference merely as indicating that I have shown 
no disposition to substitute it for lithotrity as a rule 
in practice. You will, however, find it an expe¬ 
dient of very great value. 

Dolbeau’s operation of perineal lithotrity ob¬ 
viously fell into disrepute by reason of the instru¬ 
ments employed and the injury that was often 
inflicted on the neck of the bladder by unneces¬ 
sary, if not violent, attempts to dilate these parta 
These means have been discarded. 

The bladder is now reached by puncturing the 
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membranous urethra on a grooved staff in front of 
the prostate, so as to admit the index finger as for 
digital exploration of these parts. The opening 
thus made is no more like a perineal section than 
a laparotomy resembles a paracentesis. This being 
done, a pair of either straight or slightly curved 
crushing forceps—the circumference of which does 
not exceed an average index-finger by measure¬ 
ment—is then passed into the bladder, and the 
stone is seized and broken into fragments. Partly 
by these forceps, aided by washing out the bladder 
through the opening by a straight evacuating 
catheter, the viscus is cleared of all debris . The 
introduction and retention of a drainage-tube for a 
few days completes the proceeding. 

It will be observed that the stone is crushed by 
forceps instead of by a lithotrite. The former 
(which have been made for me by Messrs. Krohne 
& Sesemann) are constructed with a cutting rib 
enclosed within the forceps, by which, either by 
the hand alone, or by the screw at the handle, any 
stone thus fairly grasped is rapidly broken up 
by one or more applications of the instrument. 
Oxalate, urate, cystin, and phosphate calculi of 
considerable dimensions, as you see in the speci¬ 
mens before you, have thus been reduced to frag¬ 
ments in a few minutes, and safely removed from 
the bladder. 

The chief points in favour of this operation are 
these:—(i) It enables the operator to crush and 
evacuate large stones in a short space of time; 
(2) it is attended with a very small risk to life as 
compared with other operations, such as lateral or 
supra-pubic lithotomy ; (3) it permits the operator 
to wash out the bladder and any pouches con¬ 
nected with it more effectually than by the urethra, 
as the route is shorter and the evacuating catheters 
employed of larger calibre; (4) the surgeon can 
ascertain, either by exploration with the finger or 
by the introduction of the forceps, that the bladder 
is cleared of all dbbris ; (5) it enables the surgeon 
to deal with certain forms of prostatic outgrowth 
and obstruction complicated with atony of the 
bladder in such a way as to secure not only the 
removal of the stone, but the restoration of the 
function of micturition; (6) by the subsequent 
introduction and temporary retention of a soft 
rubber drainage-tube, states of cystitis due to the 
retention of urine in pouches and depressions in 
the bladder wall are either entirely cured or are 
permanently improved. To lock up unhealthy 
ammoniacal urine in a bladder that cannot pro¬ 


perly empty itself after a lithotrity, is to court the 
formation or recurrence of a phosphatic stone. 

I will conclude by briefly narrating the parti¬ 
culars of two cases as illustrating points which 
seemed to determine the selection of this method. 
The first was that of an elderly man, with a weak 
heart, an obstructing prostate, and two or more 
urate stones in his bladder. The latter, on re¬ 
moval, weighed within a few grains of 3 ounces. 
A prolonged operation, such as would have inevitr 
ably been the case with a lithotrity, was entirely 
out of the question. The point to decide was as 
to how to remove the stone quickly and with as 
little strain as possible. The patient was placed 
under ether, and by perineal lithotrity the entire 
mass of stone you see here, and which does not 
appear to contain any phosphates, was crushed 
and removed in under ten minutes. The wound 
healed, and recovery was complete within ten 
days. 

Published records where litholapaxy has been 
attempted for stones of this magnitude place the 
time occupied as between one and two hours, and 
even upwards. In one case the removal of the 
stone could not be completed within this period. 
Though I am not disposed to attach undue im¬ 
portance, with the resources now at our disposal, 
to a time-limit in connection with these operations, 
it formed a very important consideration in the 
case I have just referred to. 

In discussing this subject, exception may be 
taken to the selection of perineal lithotrity as a 
means of getting over any difficulty connected 
with instrumentation which a large and obstructing 
prostate might afford, on the ground that, though 
the route of access to the male bladder is thus 
shortened, the manipulations, so far as the bladder 
is concerned, are conducted from a point imme¬ 
diately in front of the obstructing prostate. This 
objection is readily disposed of, as by the perineal 
method the axis for entering the bladder is altered 
on the same principle as applies in retention of 
urine where the elbowed or coud£ catheter is 
substituted for the ordinary curved instrument* 
However large or obstructing the prostate may be 
when approached from the urethra, I have never 
met with any difficulty in entering the bladder 
from the perineum, and conducting the manipula¬ 
tions described for the removal of the stone. 

It may, however, be urged, why not select as an 
alternative for lithotrity under these circumstances 
supra-pubic cystotomy? My reply is that the 
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latter operation for large stones in elderly men is 
so serious and fatal as only to compare in its re¬ 
sults with the lithotomy in similar subjects of a few 
years ago, where the mortality ranged between 25 
and 50 per cent. If statistics are worth anything, 
I do not think there can be much doubt upon this 
point. 

In my second case the difficulty lay in the 
urethra, as the stone, though weighing over an 
ounce and a half, was phosphatic, and could 
easily have been crushed. The patient, a middle- 
aged man, who had spent a considerable portion 
of his life in India, had suffered for a year or more 
from symptoms of stone. He had, in addition, a 
long contractile stricture in the deep urethra. For 
the latter he had, at various times before I saw 
him, undergone three operations—viz., twice by 
divulsion or Holt’s method, and once by internal 
urethrotomy. The state of the urethra, although 
admitting a fair-sized instrument without much 
difficulty, added to the offensive condition in 
which the urine and bladder were in, rendered 
lithotrity, after making the attempt under ether 
with some preliminary treatment, inexpedient. I 
accordingly at once substituted a perineal litho¬ 
trity, at the same time dividing from the opening 
the stricture, which was extremely callous. The 
patient made a good recovery, with mutual advan¬ 
tage both to his bladder and urethra. The latter 
now readily admits a full-sized instrument, and, 
though over a year has elapsed since the opera¬ 
tion, shown no tendency to re-contraction. The 
specimen of the stone removed is before you. 
With a bladder and a canal like this, ordinary 
lithotrity could, in my judgment, only have been 
undertaken under very unfavourable auspices, 
whilst supra-pubic cystotomy would not have 
enabled me to dispose of the stricture at the same 
time, apart from the other reasons I have men¬ 
tioned. 

Terebinth as Hemostatic. —Dr. J. Sasse extols 
the virtues of turpentine as haemostatic in several 
conditions. He has found it give wonderful results 
in the troublesome haemorrhage that occasionally 
follows tooth extraction. In scurvy, too, it has 
proved itself very useful to check haemorrhages 
from mouth or kidney; in such cases it must be 
painted on the gums freely, and small doses be 
taken internally. In a case of bleeding from the 
bladder, which defied all other methods, success 
was rapidly obtained by administration of drachm 
doses of a half per cent, emulsion of turpentine 
every hour.—( Therap . Monatsch .) 
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The subject of dyspnoea is one of great magni¬ 
tude and of many aspects. In bringing it under 
your notice to-night, it is my intention to dwell on 
the clinical aspect of dyspnoea—to view it, that is 
to say, as a symptom of disease. 

Physiologists speak of dyspnoea as an increase 
in the total energy of impulses generated in the 
respiratory centre, whereby breathing is rendered 
quicker, as well as deeper, than the normal. I do 
not mean to trouble you with a definition; yet it 
seems to me important to distinguish between 
labour or difficulty in breathing and the subjective 
sense of dyspnoea. The two often go together; 
yet an individual, obviously dyspnoeic, need not 
suffer from his condition—may be, indeed, uncon¬ 
scious of it, whilst, on the other hand, all objec¬ 
tive symptoms of dyspnoea may be absent from 
one whose sense of dyspnoea is, he assures us, dis¬ 
tressing. Every one who has run a race knows 
that the sensation of breathlessness is quite pecu¬ 
liar—something more than the sum of afferent 
impulses, muscular or otherwise, occasioned by 
the overaction of the respiratory machine. It 
may exist independently of excessive respiratory 
effort, or, on the other hand, may precede and be 
the cause of such abnormal action—a considera¬ 
tion which affords presumptive evidence of the 
existence of respiratory centres on a higher level 
than those in the medulla. 

In the great majority of cases overaction of the 
respiratory centre depends on an insufficiency of 
oxygen in the blood. Excess of carbon dioxide 
does not produce the same effect Animals can 
breathe an atmosphere rich in carbonic acid gas 
with very slight modification of the respiratory 
rhythm, provided there is present a sufficiency of 
oxygen, while diminution of oxygen, even though 
there be no excess of carbon dioxide, produces 
laboured respiration, culminating in convulsions 
and asphyxia. 

The due delivery of oxygen to the respiration 
centre is effected in three stages—1st, the supply 
of air by means of the expansion of the chest to 
the pulmonary alveoli; 2nd, the interchange of 
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gases between the alveoli and the blood; $rd 9 
the conveyance in the blood of the oxygen to its 
destination. Any one of these may be at fault. 
Access of air to the alveoli may be hindered by 
muscular paralysis, by laryngeal obstruction or 
bronchial spasm, or by the plugging of the smaller 
air-passages or the alveoli themselves with patho¬ 
logical secretions or inflammatory exudation. The 
facilities for interchange between the alveoli and 
the blood depend on the extent of lung tissue 
available for breathing purposes, and on the free 
flow of blood through the pulmonary capillaries; 
a sufficiency of lung tissue is wanting in emphy¬ 
sema; the pulmonary circulation is hampered in 
nearly all forms of lung disease, and in heart 
disease—conditions in which there is not only a 
delay of blood in the pulmonary vessels longer 
than requisite for its aeration, but there is also 
an accumulation of non-aerated blood elsewhere. 
The conveyance of oxygen in the blood may be 
hindered either by a defect of motor power, or by 
a lack of accommodation for the oxygen, as in 
all diseases where the haemoglobin is reduced in 
amount. 

There are blood conditions other than defective 
oxygenation which may act on the respiratory 
centre in such a manner as to produce dyspnoea. 
Ignorance as to the exact nature of certain toxic 
bodies renders it none the less certain that there 
are such, of which when circulating in the blood 
one of the manifestations is dyspnoea. The 
laboured breathing of uraemia and of diabetic 
coma are examples of this. In physiology an 
analogous condition exists in the breathlessness 
which accompanies muscular exertion. It has 
been shown that during exercise the unwonted 
respiratory efforts are more than sufficient to 
supply the increased demand for oxygen, and to 
eliminate the excess of carbon dioxide formed— 
that the blood, in fact, contains more oxygen and 
less carbon dioxide than during periods of rest. 
The dyspnoea cannot, therefore, be ascribed to 
deficiency of oxygen, but is probably due to the 
presence in the blood of some product or other of 
tissue metabolism, although there seems to be 
some uncertainty as to what the body really is. 
A similar explanation may account in part for the 
dyspnoea of fever, in which metabolism in general 
is greatly increased, and in which there is no 
doubt in the blood an excess of the products of 
tissue change. But in fever there is another 
factor concerned, and that is the temperature of 


the blood. By the local application of warmth to 
the carotid artery, a so-called “heat dyspnoea” 
has been produced in the dog. It appears then 
that elevation of temperature is in itself a suffi¬ 
cient cause for dyspnoea apart from any further 
morbid blood condition. 

The activity of the respiratory centre is, no 
doubt, more often modified by the quality of the 
blood which is supplied to it than by any other 
single factor; yet that it may be influenced in 
other ways is shown by the dyspnoea of hysterical 
origin and by the altered respiration seen in cases 
of cerebral tumour and meningitis. 

Having cleared the ground of these preliminaries 
as to the nature of dyspnoea, I am the better able 
to approach the subject from the clinical point of 
view. As a matter of convenience, the different 
forms of dyspnoea will be grouped according to the 
rapidity of their development, whether of sudden 
onset, or acute, or gradual. 

Dyspnoea which comes on suddenly, without 
warning, can be due to one of only a few con¬ 
ditions. It may result from the rupture of a 
tubercular cavity through the pleura, attended by 
sudden collapse of lung, and the development of 
pneumothorax. It may follow the lodging of an 
embolus in one of the main branches of the 
pulmonary artery, by which a large portion of lung 
tissue is at once rendered functionless. Or it may 
be due to the bursting of an aneurysm, and the 
flooding of the lungs with blood. In the last 
event there is seldom time for dyspnoea, or, in¬ 
deed, for any symptom to become obtrusive; the 
gush of blood, as a rule, is not only profuse, but 
final. Pneumothorax and pulmonary embolism 
bear some resemblance to one another in their 
manner of onset. In both the earliest symptom 
may be a sudden sharp pain in the side; in both 
the breathing, from the moment at which the pain 
is felt, becomes frequent and shallow; and signs 
of shock are rapid in their development in both. 
The two conditions are, however, distinguished 
without difficulty; no long period elapses after 
blocking of a pulmonary artery before blood 
makes its appearance in the sputum; while 
pneumothorax may be readily recognized by its 
distinctive physical signs. There may, indeed, be 
no symptoms to mark the onset of pneumothorax, 
in which case the sole evidence of the condition is 
to be obtained by physical examination. 


Dyspnoea may occur, which, though not 
absolutely instantaneous, yet occupies in its 
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development only a few minutes, or at most an But the more notable symptoms of catarrh may 
hour or two. Instances are the air hunger, due to have completely subsided before the advent of the 
the rapid removal from the circulation of a large whoop; the actual attacks of spasm then occur 
quantity of blood, as is the case in post-partum under similar conditions to laryngismus—that is, in 
haemorrhage; and the dyspnoea dependent on children who are not suffering from acute catarrh 
spasmodic affections, either of the larynx or of —who are often quite well except for the 

the bronchioles. In cases of haemorrhage, the paroxysmal cough. 

cause of the dyspnoea is commonly obvious In adults, dyspnoea of rapid onset, due to 
enough; but apart from this the clinical picture laryngeal spasm, is not a common result of any of 

is a striking one. The patient, in the utmost the above conditions. It may be met with as a 

distress from lack of air, which the gasping respira- symptom of acute oedema of the larynx—a disease 

tion entirely fails to relieve, is tossing from side to fortunately rare. Severe attacks of laryngeal 

side in a condition of great restlessness; the face is dyspnoea, with cough and stridor, may form an 
ashey grey, and beaded with sweat; the lips are early manifestation of locomotor ataxy, a point 

blanched, and vision blurred or lost; while the which deserves attention, since, owing to the period 

pulse, frequent from the beginning, may become of the disease at which laryngeal crises may occur, 
so rapid and feeble, that the individual beats can their significance is liable to be overlooked. The 
hardly be distinguished. dyspnoea may be very great, and the spasm has 

In the spasmodic forms of dyspnoea, whether of been known, I believe, to persist even to the point 
laryngeal or of bronchial origin, there is one of asphyxia. 

common feature, and that is their liability to A more common cause of laryngeal dyspnoea is 
recur, a point of help in diagnosis, since in all irritation of the recurrent laryngeal nerve by some 
but first attacks an account is available, and form of mediastinal tumour. The spasm, as a 
probably volunteered, of previous similar trouble. rule, is limited to one side, and the consequent 
Laryngeal spasm may be simple—I mean it obstruction to the passage of air is not consider- 
may occur in a larynx, the structures of which are able. Indeed dyspnoea is not so common a result 
to all appearances perfectly healthy—or it may be of irritation of the recurrent laryngeal by aneurysm 
associated with a morbid condition of the laryngeal or growth as it is a conspicuous symptom if the 
mucous membrane, the changes being commonly vagus be the nerve implicated. In the latter event 
of an inflammatory nature, and possibly determin- paroxysms of breathlessness occur, often of great 
mg the muscular spasm directly, by the local severity, and closely resembling true asthma. It 
irritation they produce. Either simple catarrh, or seems natural to attribute these to a narrowing of 
specific inflammations, such as whooping-cough the smaller air passages, by the contraction of the 
or diphtheria, may occasion spasmodic closure of muscle fibres present in their walls. Butin the nature 
the glottis. Some of these conditions are peculiar of the paroxysm of asthma and allied conditions we 
to childhood; for instance, laryngismus stridulus, approach a subject round which the storm of con- 
and stridulous laryngitis. In the first-named the troversy, if not actually raging at present, has been 
muscular spasm is simple, unattended by laryngitis, lulled only to make.way for more recent, and 
—a point in which it differs from the second disease, therefore more engrossing controversial matter, 
where the presence of catarrh is indicated by the The pathology of the paroxysm of asthma has not 
general malaise, with fever, hoarseness, and croupy been made clear, and there is no single theory 
cough, symptoms which are not restricted to the which accounts for all the phenomena, 
periods of spasm, but assert themselves between Without going into the nature of the obstruction, 
these attacks. Although both are diseases of the there can be little doubt that it consists of a 
first few years of life, the age of the child none the narrowing, in some way or other, almost to oblitera- 
less is of value in distinguishing between them, tion, of the smaller bronchial tubes. That there is 
since laryngismus stridulus commonly occurs accommodation for air beyond the site of obstruc- 
before the end of the second year, while stridulous tion is clear, both from the type of the dyspnoea, 
laryngitis is rare in children less than 2 years old. and from the fulness of the chest; in conditions 
Whooping-cough affords another instance of when the capillary tubes are completely blocked, 
laryngeal spasm in the young, and an almost and the alveoli themselves, it may be, plugged 
constant feature of this disease is laryngeal catarrh, with exudation, the opposite is seen, both as 
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regards the character of the dyspnoea, and in the 
retraction of the chest. In asthma it is with ex¬ 
piration that the difficulty lies. With each inspira¬ 
tion a certain amount of air is sucked into the 
chest; the succeeding expiration is feeble, pro¬ 
longed, and wheezing; much prolonged, but for 
all its length inefficient, since less air is expelled 
from the lungs than entered with inspiration. As 
is described by Dr. Douglas Powell, the expiratory 
force is beaten in detail; each infundibular cur¬ 
rent is obstructed whilst yet a feeble stream. The 
result of this valvular arrangement is a progressive 
expansion of the lungs, till towards the end of an 
attack of asthma the chest, even at the close of 
expiration, when it should be at its minimum, may 
be of the shape and dimensions normal to the 
summit of inspiration. 

The mental distress occasioned by the paroxysm 
is great, and during the earlier attacks may be 
enhanced by the struggles of the patient. This, 
however, he soon learns; and the experienced 
asthmatic, having placed himself in the position 
most favourable to the working of the extraordinary 
respiratory muscles, awaits with what composure 
he can the abatement of the symptoms. 

Attacks closely resembling those of asthma are 
met with, we have said, in cases of mediastinal 
tumour, also in connection with cardiac disease, 
and as a manifestation of uraemia, and some other 
blood conditions. It is in the risk of overlooking 
the secondary nature of an asthmatic attack—of 
taking for the disease what is really no more than 
a symptom—that the only difficulty in diagnosis 
lies—a danger which is, however, minimised by the 
knowledge of its existence. 

Not so abrupt in their onset as the group de¬ 
scribed above, and yet of sufficiently rapid 
development to merit the qualification “ acute,” 
are the forms of dyspnoea met with in the acute 
pulmonary diseases, in some acute cardiac affec¬ 
tions, and in laryngeal diphtheria. The symptom 
in these diseases seldom occupies more than a day 
or two, or may even be a shorter time in its 
development. In diphtheria of the larynx, the 
dyspnoea is due partly to muscular spasm, but in 
greater degree to the actual mechanical blocking 
caused by the presence and growth of the diph¬ 
theritic membrane. It is not difficult to distinguish 
from the dyspnoea caused by the simpler forms of 
laryngeal spasm, such as laryngismus stridulus and 
stridulous laryngitis; for one thing, it is of more 
gradual development; then, when fully developed, 


the dyspnoea is persistent; it may of course vary 
in severity according as the spasm increases or 
relaxes, yet the patient is never wholly free from 
dyspnoea. Again there is a considerable degree of 
constitutional disturbance, in excess of what the 
fever would lead one to expect; the patient is 
evidently depressed by the disease. 

Supposing broncho-pneumonia to complicate a 
case of diphtheria,—an event of only too frequent 
occurrence,—it may not be easy to decide how far 
the difficulty with respiration is due to laryngeal 
obstruction, or how far it is symptomatic of the 
lung condition. The problem is one of the 
highest practical importance, since treatment which 
in the one case may save life, in the other case 
must be futile. Both these forms of dyspnoea are 
accompanied by recession of the costal margins 
and lower interspaces; but while in broncho¬ 
pneumonia there is a compensatory overexpansion 
of the upper part of the chest, with the production 
of a see-saw movement between the upper and 
lower portions of the sternum, there is in laryngeal 
obstruction at least no such overaction of the 
upper part of the thorax, in many cases there is an 
actual sucking in of the supra-clavicular fossae as 
well as of the lower interspaces with each attempt 
at inspiration. If laryngeal diphtheria and bron¬ 
cho-pneumonia coexist, the type of the recession, 
it is needless to say, is determined by the obstruc¬ 
tion at the higher part of the respiratory tract. A 
point of equal importance is the diagnosis between 
membrane which exists in the larynx and no lower, 
and that which by extension downwards has impli¬ 
cated, and is obstructing, the bronchi. I do not 
know how this can be decided. It may be urged, 
if the symptoms of obstruction are of recent 
development, it is not likely that the membrane 
has extended far below the larynx. As a matter 
of fact, it often happens that the earliest indication 
of the involvement of the lower air tubes is the 
failure to procure relief by tracheotomy. 

The acute forms of pulmonary disease are notable 
for a dyspnoea of severer grade than occurs in any 
other class of disease. The severity of the symp¬ 
tom may be measured by the frequency of respira¬ 
tion, or better by the degree of disturbance from 
the normal of the ratio borne by respiration rate to 
pulse rate. In the adult, this ratio is altered in 
one disease above all others,—lobar pneumonia. 
Movement of the alas nasi is another symptom not 
often met with in adults apart from pneumonia, 
although common enough in this affection, and 
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therefore of some diagnostic importance. The 
value of these two symptoms is however much 
diminished when they occur in children, since in 
childhood the pulse-respiration ratio is disturbed, 
and the nares brought into action much more 
readily than in adults; they are seen in broncho¬ 
pneumonia, tuberculosis, capillary bronchitis, and 
even acute bronchitis which does not involve the 
capillary tubes. Another symptom of the acute 
lung diseases which is peculiar to children is the 
rhythm of the respiratory movements. The pause 
which in normal breathing divides the end of 
expiration from the beginning of inspiration is 
abolished; inspiration follows on expiration with¬ 
out a break; but at the summit of inspiration, the 
breathing is arrested, held up, as it were, by the 
closure of the glottis, which, as it yields, gives rise 
to a kind of grunt, which marks the commencement 
of expiration. The respiratory rhythm is thus 
inverted. 

While on the subject of the frequency of respira¬ 
tion there is one condition in which the breathing 
may be as rapid, and much more rapid even, than 
in acute lobar pneumonia—I refer to the dyspnoea 
of functional disease. A peculiarity of the con¬ 
dition is that the breathing resumes its normal 
frequency during sleep. There was a case in the 
hospital about two years ago in which the patient 
all day long was breathing in short, shallow gasps, 
140 to the minute, the pulse rate being 80. Her 
breathing caused her great distress, and she was 
cyanosed; nothing wrong could be found with the 
lungs or heart. During sleep the respirations were 
deep and regular, 16 to the minute, and the 
cyanosis had disappeared. 

In estimating the prognosis in a case of pneu¬ 
monia the dyspnoea may sometimes be of great 
help. So long as the breathing is hurried, ham¬ 
pered though it be, it is evidence that the 
respiratory centre is at least at work, though it 
may be not in working order; although distressed 
it can respond to the unwonted and excessive 
stimuli to which it is being subjected. But if with 
foiling pulse and increasing cyanosis the respira¬ 
tion rate begins to fall—when the embarrassment 
abates, and the fight for breath is not maintained 
—it is a sign of defeat; the nerve centres are 
exhausted, and the issue of the struggle is all but 
clear. Very different from this is the quiet, easy 
breathing which follows the crisis—the repose 
which marks the commencement of repair. In 
the course of a few hours the respiration rate falls 


all but to the normal, despite the fact that the 
physical condition of the lungs remains practically 
unchanged. The relief is far greater than can be 
explained by the abatement of the fever, and, 
indeed is as difficult to account for as the fall of 
temperature itself. It is strong evidence that the 
dyspnoea at the height of the disease is due to 
something beyond the mechanical impediment to 
respiration—perhaps to the elaboration and cir¬ 
culation in the system of some toxic body. 

Time does not allow of more than a brief 
reference to the dyspnoea of acute pleurisy. In 
the dry form of the disease the character of the 
breathing is determined by the pain which is caused 
by a full expansion of the chest. The feature of 
the breathing is its shallowness; and being shallow 
it is necessarily frequent, in order that an adequate 
supply of oxygen may be maintained. As effusion 
takes place, and the amount of lung tissue available 
for breathing purposes is curtailed, dyspnoea be¬ 
comes more pronounced. Its severity depends 
more on the rapidity with which the fluid is poured 
out than on the ultimate quantity of fluid. It 
never, however, rivals in degree the breathlessness 
of pneumonia. 

Cardiac trouble, though more often the cause of 
long-continued difficulty of breathing of gradual 
development, yet may be responsible for dyspnoea 
of more acute origin. Pericarditis with effusion, 
and acute dilatation of the heart, are conditions 
which produce dyspnoea, rapid in onset, and often 
of great severity, so as to necessitate the sitting 
posture. It is worth noticing that with the 
increased frequency of respiration, there is a 
corresponding acceleration of the pulse, so that 
the pulse-respiration ratio may remain unchanged, 
or at any rate is not altered in the same direction 
as in the acute pulmonary diseases. 

There remain to be considered varieties of 
dyspnoea, which are insidious in origin, and in 
their slow development extend over a period of 
weeks or months. They are produced by certain 
blood conditions, chronic lung disease, and chronic 
cardiac disease. In heart disease there is a number 
of ways in which respiration may be affected, and 
a corresponding variety in the features of the 
dyspnoea produced. The most usual form is that 
which depends on defective motor power of the 
heart, and which can be explained largely, if not 


wholly, on mechanical grounds. There is an 
accumulation of blood in the pulmonary system. 


and as a result of this, stagnation of venous blood 
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elsewhere. There is no difficulty in the aeration of 
the blood accumulated in the lungs, at least, so 
long as these organs remain free from oedema, and 
secondary bronchitis. It is the non-aerated blood 
in other parts which causes the dyspnoea. In the 
later stages there is added to this the difficulty of 
access of air to the pulmonary alveoli, when these 
spaces and the smaller tubes are blocked with 
dropsical fluid and the larger tubes narrowed by 
inflammatory swelling and exudation. 

All grades of dyspnoea are met with, according 
to the degree of inefficiency of the heart, from 
the breathlessness which shows itself only under 
the circumstances of some special strain to the 
dyspnoea which never leaves the patient even 
under conditions of perfect rest, which prohibits 
any attempt at exertion and keeps the patient 
from sleep. Mitral valve disease is looked for 
and commonly found in this form of cardiac 
dyspnoea. But of equal importance to the valvular 
defect, nearly always existing with it, and often 
present, and an active cause of dyspnoea even 
with intact valvular mechanism, is deficient pro¬ 
pelling power on the part of the heart muscle. 
This may be the outcome of organic tissue 
changes, as in fatty degeneration, or it may be a 
functional weakness only, and therefore amenable 
to treatment, as in the feeble cardiac action which 
follows in the train of acute diseases, or which 
accompanies the severer forms of anaemia. The 
breathlessness attending the slightest exertion 
during convalescence from the acute diseases may 
be attributed to this cause. In cases of anaemia, 
that there exists pulmonary congestion is shown 
by the accentuated pulmonary second sound, 
which is almost invariably present in this condi¬ 
tion, although there may be no sign whatever that 
the mitral valve is otherwise than competent. 
The shortness of breath is, no doubt, partly due 
to this embarrassment of the pulmonary circula¬ 
tion. 

In progressive heart disease, both left and right 
sides may fail simultaneously, or as is more often 
the case the failure of the left side precedes that 
of the right, as is shown by the predominance of 
pulmonary over general symptoms. In a case of 
mitral disease there may be evidence of great 
pulmonary distress,—persistent dyspnoea, cough, 
watery and blood-stained expectoration; and yet 
no distension of the veins of the neck, and no sign 
of general dropsy. In such a case, the lungs are 
overwhelmed between two opposite forces; in front 


there is the obstruction, even the rhythmical back- 
flow through the mitral orifice; behind there is 
the right ventricle pumping blood with unimpaired 
activity into the already overfilled pulmonary 
vessels. It is clear that so far as the lungs are 
concerned, if the obstruction in front cannot be 
removed, the next best thing to happen is the 
failure of the propelling force behind; and as a 
matter of fact, with the break-down of the right 
side of the heart, and the appearance of general 
venous distension and dropsy, there is immediate 
and considerable abatement of pulmonary symp¬ 
toms. 

Associated with aortic valve disease there occurs 
another form of dyspnoea, very different both in 
origin and character from that just now described 
as due to mitral disease. In this form, the dyspnoea 
occurs in paroxysms, and is unaccompanied by 
other symptoms of respiratory distress. The occur¬ 
rence of a paroxysm is not determined by exertion; 
the individual may be in a condition of complete 
repose, both physical and mental, when the breath¬ 
lessness attacks him. A favourite occasion is 
during the early hours of sleep, or in the transition 
period between wakefulness and sleep. The sub¬ 
jective distress is great, and serves to thoroughly 
arouse the sufferer, who may even keep himself 
awake from dread of the occurrence of an attack; 
on this account the symptom may prove very pre¬ 
judicial to the general health of the patient unless 
relieved by treatment. 

Another variety of cardiac dyspnoea is that of 
abrupt onset, due to embolism of a branch of the 
pulmonary artery; the embolus must of course be 
derived from the right side of the heart, and is com¬ 
monly detached from a clot in the right auricle. The 
symptoms of this condition have already been 
described. 

Dyspnoea of gradual development is familiar 
enough as a symptom of chronic lung disease; and 
among chronic lung diseases emphysema stands 
foremost as a cause of dyspnoea. Nevertheless, in 
emphysema, if the difficulty in breathing be marked, 
it is more likely to depend on secondary trouble 
than to be due solely to the primary affection. It 
emphysema be the only lesion, there may be 
shortness of breath, but of the type met with in 
anaemia, that is, brought out by exertion; rarely 
is the dyspnoea persistent and independent of 
exertion. 

The breathlessness is largely due to the de¬ 


ficiency of ung tissue, the effect of which is 
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twofold. By reason of the diminished number of 
pulmonary capillaries, and the increased length of 
those that remain, there is an obstruction placed 
in the course of the circulation in general—an 
obstruction which we may compare to that which 
is produced by mitral stenosis, and which is similar 
in its effects. But the matter does not end here, 
however. Not only is the passage of blood through 
the lungs impeded, but the interchange of gases in 
the lungs is hampered through lack of accommo¬ 
dation for the blood; although the organs, as a 
whole, appear increased in bulk, the superficial 
area available for the aeration of the blood has 
been seriously curtailed. In yet another way in 
emphysema are the ends of respiration thwarted. 
As the lung loses its elasticity it comes to adapt 
itself passively to the varying capacity of the 
chest in the different phases of respiration. In its 
enlargement with the expanding thorax it does not 
offer the elastic resistance by which, under normal 
circumstances, the intra-thoracic negative pressure 
is developed. In this manner the suction action 
of the expanding thorax is abolished, and a power¬ 
ful auxiliary to the return of venous blood to the 
heart is removed, with the result that it accumu¬ 
lates in the systemic veins, already overfull. 

There is no special interest attached to dyspnoea 
as a symptom of phthisis, except that the disease 
affords a good example of the remarkable reserve 
power possessed by the normal lung. It is a 
matter for surprise how large an extent of lung 
may be incapacitated by the ravages of tubercular 
disease without material difficulty in breathing. 
Here, again, it is exertion that brings out the 
defect. 

In conclusion there must be noticed the effect 
on respiration of the circulation in the blood of 
certain poisonous substances, such as are probably 
present in uraemia and diabetic coma. The 
dyspnoea of uraemia does not differ in its clinical 
features from that of diabetic coma. In mode of 
onset and duration there is much variation in 
different cases; the difficulty in breathing may 
supervene rapidly, so as to bear a close re¬ 
semblance to an attack of asthma, or it may 
develop gradually, and persist for some time; in 
the latter event it is not usually of great intensity, 
indeed, there are few exceptions to the rule that 
the severity of the dyspnoea varies directly with the 
rapidity of onset, and inversely with the duration 
of the attack. The breathing further resembles 


expiration. The respiration rate need not be 
increased, it may be slowed, but expiration is 
greatly prolonged, and may be hissing or sibilant 
in character. The concurrence of drowsiness 
or partial coma serves to mitigate the distress 
which would otherwise be occasioned by the 
breathlessness; it may, however, happen that the 
mind remains perfectly clear, and the patient, by 
his harassed and anxious expression, shows plainly 
enough that he appreciates the labour of his 
breathing. 

Although the character of the dyspnoea is so 
similar both in uraemic and diabetic coma, there is 
little danger of confounding the two conditions. 
Even if no urine be available for examination, the 
peculiar sweet smell of the breath may indicate that 
the disease is diabetes; while in uraemia the occur¬ 
rence of muscular twitchings is of great significance, 
since it is a symptom hardly ever met with in the 
course of diabetes. On the ground of the frequency 
with which pulmonary oedema is found post-mortem 
in cases which die of uraemia, it has been urged 
that the dyspnoea is the direct mechanical result of 
the oedema. Whether this holds good or not, 
there undoubtedly occur cases of uraemia, in which 
dyspnoea of the character depicted above is a 
marked symptom, but which present neither the 
watery expectoration, nor the fine bubbling or 
crepitant r&les which accompany pulmonary 
oedema. 

In the latter stages of uraemia, the respirations 
are apt to fall into groups, of the usual gradually 
ascending and descending type. Cheyne-Stokes 
breaching is also met with in the last stages of 
heart disease, cerebral tumour, and meningitis. 
When of nervous origin, the type of respiration 
may be different, the gradual rise and fall being 
replaced by a group of two or three deep respira¬ 
tions, fully developed, and of equal strength. 
Another variety is that in which the fall is gradual, 
as in the original cases described by Cheyne, and 
later by Stokes; but the commencement is sudden, 
and the first respiration taken is the largest of the 
series. 

Whatever be the type, the pupil is commonly 
dilated during the period of dyspnoea, the dilata¬ 
tion, however, preceding and giving warning of 
the approaching return of respiration. The pulse 
is usually described as being infrequent during 
the apnoeic period, accelerated during the period 
of breathing. To this I believe there are many 


that of asthma in that the chief difficulty lies with | exceptions. Among a limited number of cases 
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I have found that in those which present any 
rhythmic variation of pulse rate the reverse holds 
good, the pulse being small and rapid during the 
period of rest, slowing down and gaining power 
with the onset of the dyspnoeic phase. I shall 
be much interested to hear the experience of 
members of the Society on this point. Consider¬ 
ing the close relationship of the respiratory centre 
to the cardio-inhibitory centre, it seems probable 
that whatever determines periodicity of action of 
one will similarly affect the other. Inaction on 
the part of the respiratory centre in this way 
would be associated with a lessening of the in¬ 
hibitory impulses which are normally passing from 
the cardiac centre to the heart. With apnoea the 
pulse should be accelerated. 

Mosso has shown how there is during sleep a 
tendency for respiration to fall into groups, espe¬ 
cially in old people. He attributes the pauses 
between the groups to periods of deeper sleep, in 
which the lower centres share as well as the higher 
ones. 

I am well aware how inadequate have been my 
efforts to deal concisely with a subject so large 
and so complex as dyspnoea; yet, having regard 
to the patience which has been shown in listening 
to this paper, I venture to hope that its short¬ 
comings have, in charity, been pardoned. 


CLINICAL 

DEMONSTRATION OF CASES. 

Given at the Monthly Meeting of the North-West London 
Clinical Society, held at the North-West London 
Hospital on Wednesday, May 8, 1895. 

DR. R. H. MHjSON in the Chair. 


Dr. Harry Campbell showed a case of post-hemiplegic 
hemichorea. The patient had been paralysed as long as she 
could remember, in the right side of the body, and during 
the last few years had been afflicted with the choreic move¬ 
ments now observed. These were strictly unilateral, in¬ 
volving chiefly the upper extremities, and to a lesser degree 
the lower. The arms were commonly jerked behind the 
body, and sometimes the movements were so severe as to 
render all ordinary action impossible, being worse on an 
attempt at voluntary movement. As frequently happened 
in such cases, the Angers were in a state of interosseous 
spasm. The patient was only free from the movements 
during sleep. Dr. Campbell thought that in all these cases 
in which the affection dated from early childhood, the lesion 
was a softening rather than haemorrhage. The spasms were 
due to discharges occurring in the motor centres in the 
cortex. One of the highest functions of the motor cells 
was to control themselves, to so inhibit their action as to 


prevent the undue discharge of nerve force to the muscles. 
The tendency to erratic discharge in such cases was probably 
due to the unhealthy condition of the cells in the cortex, 
the softening having interfered with the proper supply of 
blood to the parts, and thus prevented growth. The patient 
had derived much beneflt from large doses of bromide of 
potassium and opium, but the question arose whether some 
good could not be brought about by trephining and cutting 
out the discharging lesion. 

Dr. Guthrie said, as he had a somewhat similar case 
he would bring it forward at once, so that both could be 
discussed together. The patient (a male) was 25 years of 
age, and had been an object of interest from very early 
childhood ; he had been m many London hospitals, but 
had not been under any particular treatment during the 
last ten or twelve years. He was quite well up to 3 years 
of age, when he had whooping cough for several months, 
followed by what was described as low fever. Towards the 
end of that time he had diminished power in the left arm 
and leg, and the movements began at about the same date. 
The left eye was turned simultaneously, but Dr. Guthrie 
could not learn whether or not the right eye had been 
turned. At present the patient was highly intelligent, con¬ 
sidering his condition, he could read well, but was, of 
course, unable to write, to dress or feed himself. The 
patient’s arms were then taken from behind his back, 
when the left one exhibited tumultuous movement, which 
the man attempted to restrain with the other. Dr. Camp¬ 
bell had alluded to the arms being jerked behind the back ; 
some thought this was due to spasm, but that was not 
correct, the position being voluntarily adopted by the 
patient, as he could control his movements in that way. 
They would notice that his gait might be described as a 
sort of uncouth dance, the leg being much elevated and 
rotated inwards. The reason of this Dr. Guthrie considered 
was to prevent the movements becoming too great, and 
this applied also to the legs and arm. They would notice a 
marked external strabismus of the left eye ; the upper lid 
was elevated, the pupil dilated, and it did not react to light. 
With the left eye he could look inwards, upwards and down¬ 
wards. The tongue pointed distinctly to the right side. 
The speech, as they would observe, was of the inebriate 
form, as it often happens in cases of paralysis, and he 
thought it prevailed in all infantile forms of spasticity. He 
had no other apparent symptoms—his sensation was perfect, 
and the sphincters unaffected As to the localization of the 
lesion, it was necessary to speak with diffidence. A lesion 
of the cortex would produce these movements. 

The question arose, Could the symptoms be accounted 
for by a single lesion ? The condition of the left eye he did 
not consider paralysis; he would regard that as spasm. 
Ferrier had shown that irritation of the cortical motor 


centres in the left frontal convolutions produced dilatation 
of the pupils, elevation of the upper eyelid, and deviation of 
the eyes to the opposite side. It might be asked why the 
right eye was not affected ; it was well known that in a case 
of conjugate lesion the eye frequently recovered. A destruc¬ 
tive lesion on the right side of the brain was out of the 
question, because there would then be inability to look to 
the left, which was not the case. The movements could, 
of course, be explained by irritability of the cortex, but it 
was impossible to say where the cortex was involved. 

Dr. Guthrie stated the reasons for his conclusions, re¬ 
marking that the condition might have been due to haemor¬ 
rhage, which were not uncommon in cases of whooping 
cough. It might be thrombosis. 

Dr. Gowers thought most of these cases of infantile 
hemiplegia were due to thrombosis, but Dr. Guthrie was 
not aware that he had seen recorded any cases post-mortem 
in support of that view. He also said the state occurred 
in children who had suffered long, wasting illnesses. As to 
treatment, many drugs had been tried, but without the 
slightest effect, therefore he thought it would be beneflcial 


to trephine over the arm centre, that being the one chiefly 
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involved. If nothing was found, he thought the whole of 
the centre should be excised; it could not do ihe patient 
much harm; he would have a powerless arm, but that 
would be preferable to the present condition. He would 
remark that, the movements being on both sides, could be 
explained by the bilateral theory of Sir William Broadbent. 

In response to Dr. Coode Adams, Dr. Guthrie said the 
heart had been examined, but there was no murmur. 

Mr. Jackson Clarke said Dr. Guthrie’s sketch of sur¬ 
gical procedure was quite feasible. Such areas, by careful 
surgery, could be removed, without any general detriment 
to the patient; it was a case of adhering carefully to a cer¬ 
tain technique. He thought Dr. Guthne was right in the 
assumption that thrombosis had led to partial fibrosis of a 
certain area of the cortex. Mr. Clarke then indicated the 
surgical method he would recommend. He said he would 
like to be a little more certain of the pathology of the case 
before he would go to work hopefully. Dr. Campbell’s case 
did not seem such a severe one as Dr. Guthrie’s, and it was 
only in the latter he would advise operative procedure. 

Mr. Gordon Brodie said he also would like to be more 
certain of the pathology of the case before operating, though 
he thought operation was certainly required. 

Dr. Campbell amplified his views as to the origin and 
development of the malady, and said he thought the case 
he brought should not be surgically treated, though there 
seemed every reason for it in the case shown by Dr. 
Guthrie. 

Mr. Jackson Clarke showed a female child, aged 14 
months, with a syphilitic dermal lesion on the buttock. She 
was suffering from rickets also. At a distance the lesion 
resembled a patch of eczema, but there was a good deal of 
infiltration around it. There were not any ulcerated points, 
such as were present three or four days ago before he 
commenced treatment. There had been no previous phe¬ 
nomena in the child to draw attention to the present condi¬ 
tion. The importance of cases of slightly marked hereditary 
syphilis, was very great because they were frequently over¬ 
looked in childhood, and grave lesions might appear later in 
life. As an example of this he showed a liver which he took 
out of a child which died from diarrhoea. The liver con¬ 
tained half a dozen large gummata, which were felt as dis¬ 
tinct tumours during life. Some were soft in the centre and 
pultaceous, while others presented a denser scar tissue. In 
some the growths had necrosed rapidly, and in one case 
scar tissue nad formed; this latter gumma being as large as 
a hen’s egg. Mr. Clarke passed round a sketch which he 
made when the liver was removed, showing that some of 
the gummata were umbilicated. All the glands were dis¬ 
tinctly indurated, and syphilitic gland disease was more 
common than generally realized. 

Mr. Clarke showed a section of a lymphatic gland 
which he took out of a young man who had extreme anaemia 
and thrombosis in the renal vein. The extreme anaemia 
was due to nearly all his glands containing scars of gummata 
or active gummata; the particular gland shown contained 
three gummata, the smallest of which was necrosed in the 
centre. Cases of slightly marked hereditary syphilis, 
especially in connection with changes in the lymphatic 
glands, are apt to be overlooked in early life, and to show 
themselves either by changes in the articular ends of bones, 
or by pronounced anaemia from gland disease, or by tumours 
in the liver, or in other medical ways. This touched the 
question of the treatment of syphilis, and the utility of 
mercury. It used to be taught that tertiary syphilis was 
due to mercury, but tertiary syphilis was met with when the 
original case was not treated with that drug. This child 
was having half a drachm of mercury ointment rubbed in 
every night, this being washed off in a warm bath next 
morning. Some might have the ointment smeared on the 
flannel band, which, if done effectually, was equally service¬ 
able, but he preferred the rubbing in. Mr. Clarke said he 
.ntended to continue the mercurial treatment for at least a 
year. His diagnosis was based on the child’s lesion and the 


mother’s history. Two years before the birth of the child 
the mother had a miscarriage, followed by an eruption on 
the skin, and she still had syphilitic stains on the legs. The 
child had some slightly marked brown pigment patches on 
the forehead, and a well-marked brassy cough, and in early 
life had snuffles. 

Dr. Coode Adams suggested there might be some 
scrofula in the case. It reminded him of some scrofulous 
cases he had seen, and they seemed to be prone to occur at 
the junction of cutaneous and mucous surfaces. He had 
ascertained from the mother that there was a scrofulous his¬ 
tory in the family in this case ; another child died of hip- 
joint disease, and two children of the same family died of 
tubercular meningitis. 

Dr. Harry Campbell asked whether the gummata in 
the glands, and the universal enlargement of the glands 
were explained by Mr. Jackson Clarke’s remarks. 

Mr. Clarke, in reply, went more fully into the family 
history, and the reasons which led to his diagnosis. 

Mr. Gordon Brodie exhibited a case of angioma of 
the buttock in a girl about 13 years of age. The fold of 
the affected buttock was lower than the other, and the skin 
very much discoloured in irregular patches, while at one part 
the tumour threatened to come through the skin. It was 
doughy, and on pressure it was possible to empty the 
tumour, and so render the buttock almost the same size as 
the other. Lower down the ham, on the same side, was a 
swelling which moved with the hamstring muscles, and 
therefore was probably below the deep fascia. That also 
was diminished by pressure, and was doughy to feel. The 
buttock affection Mr. Brodie considered a superficial nsevus, 
and the other a cavernous naevus of the muscles. He saw 
the case three years ago, at which time there was only a 
slight discoloration of the skin. From the evidence he 
could obtain, he regarded the affection as congenital. He 
had been hunting up some specimens; he found fifteen 
navi only of the muscles, nine of which were in the lower 
extremities, and six in the upper, showing a preponderance 
in the lower. They had been removed fairly easily by 
making an incision down to them. They were found to be 
somewhat encapsuled. Such tumours usually yielded to 
electrolysis, and he intended to try it. He knew of a case 
of incision for such; he did not like to say how long the 
operation took, and about fifty ligatures were used. He did 
not see why the one in the leg should not be excised. Mr. 
Brodie drew attention to, and showed illustrations of some 
severe cases which occurred in the breast. 

Dr. Coode Adams mentioned a case which bore some 
resemblance to the one under discussion, and which was 
treated in University College Hospital by puncturing with a 
cautery needle. 

Mr. Jackson Clarke agreed that electrolysis was a 
desirable treatment, but thought Paquelin’s cautery a 
quicker one. 

Mr. Brodie next showed a case of dermatitis in a lad 
employed in staining pianos mahogany colour. The 
material employed contained bichromate of potash, and the 
dermatitis arose from the splashes. Where bichromate of 
potash was largely used, the cartilages of the nose were apt 
to be affected. 

Dr. Herschell said the boy informed him that 
the bichromate of potash had not been applied to the 
spots where the eruption was manifest, and he would like 
to ask whether absorption into the system had occurred, or 
whether it was necessary for the substance to be applied to 
the skin to cause the affection. 

Dr. Coode Adams referred to a remark made by Mr. 
Jonathan Hutchinson at, he thought, the Clinical Society, 
to the effect that he had noticed many skin eruptions which 
were produced by clothing, spread from the points of 
irritation to other parts. This might have some tearing on 
the spreading in the case under consideration. 

Dr. Gill drew attention to the fact that the matrices oi 
the nails were not affected in the way noticed in men who 


Digitized by 


Google 




64 The Clinical Journal.] 


THERAPEUTICAL NOTES. 


[May 22,1885. 


were constantly putting their hands in carbolic lotion to fish 
out instruments. 

Mr. Brodie thought it was not necessary to have the 
bichromate of potash applied to the spot to cause the affection, 
as mentioned by Mr. Treves. In the case under discussion 
there were no signs of the disease on other parts of the body. 

Dr. Harry Campbell showed the heart and spleen of 
a case of ulcerative endocarditis. The patient, a female, 
had suffered from the affection from March, 1894, to 
February, 1895, having first come under the observation of 
Dr. Cameron in August, 1894. The mitral ring was the 
seat of very exuberant granulations, which he believed were 
very characteristic of the disease. They were particularly 
plentiful in that part of the left auricle against which the 
regurgitating blood impinged. In that situation they 
resembled cauliflower excrescences. The only other organ 
seriously affected was the spleen, which was the seat of 
many infarcts. He would like any pathologist to explain 
why the infarcts were confined to the spleen. He took it 
they must have passed by the ascending aorta, down the 
descending aorta, into the abdominal aorta, thence into the 
splenic artery ; but why did they not go to the brain ? As 
to the clinical history, the patient maintained a good 
appetite, but the temperature oscillated very much. At 
times she complained of pain in the region of the spleen. 
When Dr. Campbell first saw the case, the question of 
typhoid naturally suggested itself, but later it was seen to be 
ulcerative endocarditis. At one time Dr. Campbell thought 
there was an abscess in the spleen. A consultation was 
held, and the patient put under chloroform, when they felt 
sure there was no pus there. The case lasted nine months, 
and the murmur altered from time to time. 

Dr. Guthrie detailed his view as to the reason of the 
infarcts being found solely in the spleen, and described the 
mode of their formation. 

Similar cases were described by Dr. Coode Adams. 

Dr. Cameron said he had watched this case from the 
beginning of August, but the history appeared to point to a 
date long anterior to that; the patient's feet had been swollen 
and she was said to have had rheumatic fever. With regard 
to emboli being in the spleen alone, he had evidence that 
emboli were in other parts of the body also. There were 
red, raised, hemispherical patches on the fingers, and one 
on the front of the right forearm. When he first saw the 
girl he thought it a curious case of typhoid, notwithstanding 
the cardiac murmur. The temperature behaved very much 
as in typhoid. During the first three weeks the temperature 
never came down to normal, but often rose to 103* at night, 
sinking to perhaps 101.5* in the morning. She required 
extremely large doses of opium—about five times the quan¬ 
tity which an ordinary person could stand. The patient’s 
appetite kept remarkably good all through, and her tongue, 
as long as he had observed her, was quite clean. 

Dr. Herschell described a case which he saw in 1887. 
The patient was a man, 35 years of age. He had lived in a 
malarious country. For a year he had suffered from attacks, 
coming on sometimes once a month, at others once in two 
months, in which he would be seized with rigor, rise of tem¬ 
perature, then oscillating temperature for a few days, after 
which he appeared to recover his usual health. He had 
enlarged spleen, and the case was considered to be ague. 
Quinine had no effect upon him. After some months the 
attacks became more frequent, and he died. After death 
exuberant vegetations were found in the mitral valve, infarc¬ 
tions in the spleen and in the lungs. 

Dr. Clayton asked Dr. Campbell for a more detailed 
description of the endocardium in his case, as he did not 
think the exuberant granulations justified the diagnosis 
which had been made. 

Dr. Campbell regretted he had no microscopical section, 
and no examination was made for microbes. He asked if 
Dr. Clayton had any alternative diagnosis to offer. He 
would have an examination made; and felt that his 
diagnosis was the only reasonable one. 


THERAPEUTICAL NOTES. 


Gastric Grises in Diabetes. —Dr. Karl Grube 
has observed, in several cases of diabetes, typical 
gastric crises similar to those occurring in tabes 
dorsalis. The attacks begin usually early in the 
morning with a very violent cramp-like pain in the 
abdomen, especially near the stomach. The 
stomach itself may, or may not, be distended, but 
as a rule, great flatulence exists with belching, 
and occasionally a distinct uneasiness of the 
stomach makes itself apparent by visible muscular 
movement of the organ: nausea and violent 
vomiting are usually present and often a co¬ 
incident diarrhoea; cramps in the calves of the 
legs and slight febrile disturbance may also be 
present. These attacks usually occur without fore¬ 
warning, in fact, often the patient feels particularly 
well just preceding one. They last from an hour 
or two up to a day or two, and leave great prostra¬ 
tion behind of obstinate character. 

The best treatment for the condition consists in 
immediate simple enemata to clear the bowel 
thoroughly, and hot applications to the abdomen; 
drugs by the mouth are useless owing to the 
vomiting. These crises usually show that the 
end is approaching, though Dr. Grube thinks that 
it may be postponed by judicious treatment even 
now. This consists, firstly, in seeing that the diet 
is not too highly nitrogenous (not exclusively 
meat); secondly, in great care that the bowels act 
freely; thirdly, in attempts to improve the appetite, 
which at this time is very apt to flag: alkaline 
waters and a course of baths are very useful for 
these purposes; alcoholic extract of pancreas Dr, 
Grube found astonishingly beneficial, not only in 
improving the digestion, but also in assisting the 
daily evacuation.— (Munchen. Med. Wochensck.) 

Kraurosis Yulva. —Dr. Bericke recommends 
the following procedure: a ten per cent, ointment 
of cocain to be applied and bromides administered 
internally; at the end of a week the affected parts 
are to be painted with tincture of iron twice a 
week; under this treatment the burning and 
smarting soon diminished and the fissures healed. 
Next the parts were smeared with Lassar’s sali¬ 
cylic paste, and finally tampons were applied 
soaked in a ten per cent, solution of ichthyol- 
resorbin. In two months the parts assumed a 
natural appearance, and recovery was complete. 

( Allgem ,. Med. Centr.) 
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Gentlemen, —The exact subject for our dis¬ 
cussion for to-day was not announced. The 
heading of the advertisement was left simply 
“ Cases from the Wards.” It was impossible to 
say at the time when the list of lectures was 
arranged what clinical material the wards would 
actually provide. Perhaps, moreover, if I had 
announced that the subject would be “ Hip-joint 
Disease,” I might have found in this theatre a 
beggarly array of empty benches. Unfortunately, 
cases of hip-joint disease, like the poor, are 
always with us, but I think that shortly you will 
agree with me that the examples which I have to 
show to-day are out of the ordinary run, and 
particularly interesting. 

Before entering upon the subject, I would like 
to remark that I laid my hand, a short time ago, 
on an extremely able essay written by Sir William 
Stokes, and read by him in the Surgical Section 
of the Irish Academy of Medicine in 1886. The 
title of the paper is “ Bone Drainage in the Treat¬ 
ment of the Early Stages of Hip-joint Disease.” 
I then remembered that I had in the ward at the 
present time a child on whom I had operated after 
Sir William Stokes’ method, and I at once decided 
to take that case as a text, as it were, for to-day’s 
discourse. Let me here read to you a little of 
what Stokes says in this essay:—“It appears to 
me that, in dealing with hip-joint disease, surgeons 
often fall into a two-fold error, first, of not 
estimating correctly the exact seat of the primary 
lesion ; and secondly, of relying too exclusively on 
the routine methods of treatment. The late Mr. 
Cooper Forster has observed that practically the 
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question whether the structures are primarily or 
secondarily affected is not important. Mr. 
Edmund Owen also observes that it is not of 
practical importance in diagnosis as to whether 
the disease exists chiefly in the femur, acetabulum, 
membrane, cartilage, or ligament.” He then 
continues:—“However true this may be in the 
later stages of the disease, as regards the early 
one such a doctrine is, in my opinion, questionable, 
and for this reason: that if the lesion originates 
in the bone or its periosteum, early, active, opera¬ 
tive interference on the part of the surgeon will, in 
many cases, promptly check the further progress 
of the disease.” 

I suppose that I made the unfortunate statement 
that “it is not of much practical importance as 
to where the disease begins,” in my little book 
upon “The Surgical Diseases of Children.”* 
Let me fervently express the hope that the quota¬ 
tion is from the first edition of that book and not 
from the second! But I confess that since reading 
Stokes’ paper I have not had the courage to refer 
to the work in question to see if the sentence was 
in the first or the second edition. At any rate, it 
is wrong, obviously wrong. I am somewhat in the 
position of Macbeth when his gentle wife asked 
him to take back the knives; he exclaimed, “ I 
am afraid to think what I have done ; look on it 
again, I dare not.” If I have stated—as, of course, 
I must have done—that it does not much matter 
where the disease begins, it was a serious error, 
and I am only too glad to take this opportunity 
of correcting it. By the light of further ex¬ 
perience, I would say that I entirely agree with 
Sir William Stokes; it may make a great difference 
as to where the disease of the hip-joint begins. 

I would now like to read a few lines from Sir 
Benjamin Brodie’s classical book on the “ Diseases 
of the Joints” (5th Edition, p. 220, 1850):—“ It 
is well known that inflammation of bone, which 
was not previously in a state of caries, may ter¬ 
minate in the death of the bone; and hence 
necrosis of a joint may be the result of inflamma¬ 
tion of the epiphysis of one of the bones of which 
it is composed.” And, further (p. 229), “ In 
those cases in which the joint is affected in conse- 

• Cassell and Co., London, 1885 ; 2nd Edition, 1889. 
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quence of a portion of dead bone being pent up 
in a cavity in the articular extremity of the living 
bone, it is for the most part impossible for the 
most careful observer to understand the exact 
nature of the disease, until the death of the 
patient or the amputation of the limb enables him 
to ascertain it by dissection. Under certain cir¬ 
cumstances, however, this difficulty as to diagnosis 
does not exist; and a simple operation may then 
be performed with great probability of a favourable 
result.” 

At the very end of the diaphysis there is a con¬ 
siderable amount of extremely delicate growing 
bone-tissue, and this young bone is extremely 
prone to tuberculous and to septic disease, as I 
shall show in the other cases which we shall have 
before us to-day. 

Supposing that acute or subacute inflammation 
has attacked the growing tissue at the end of the 
diaphysis to such an extent that thrombosis has 
occurred in its blood-vessels, that area of tissue is 
practically cut off from its nutrient supply, and is 
dying or actually dead. Now, such a piece of 
dead bone lying close to a joint is very likely to 
destroy the joint. And what Stokes says, what 
Brodie foreshadowed, and what I most unre¬ 
servedly and sincerely admit is, that if we are 
dealing with a case of disease of this nature at the 
end of a diaphysis close to a joint, it is of the 
greatest importance that we should, at the earliest 
possible moment, be able to recognize the pre¬ 
sence of the sequestrum which is able to create 
such havoc, and promptly to remove it. 

Before I go further I will roughly sketch upon 
the black board the upper end of an ossifying 
tibia. This delicate tissue, just below the epiphysis, 
to which I have alluded, is, of course, the very 
youngest, and therefore the most delicate part of 
the bone; and it is, as I have said, the most liable 
to suffer from the effects of the destructive attacks 
and invasions by tuberculous or septic micro¬ 
organisms. Let us further suppose that inflamma¬ 
tion has occurred in the upper end of the tibial 
diaphysis; a sequestrum forms, and an abscess 
occurs in connection with it. The abscess may 
find its way into the interior of the knee-joint by 
boring through the epiphysis, or by creeping up 
underneath the periosteum and the attachment of 
the ligaments; or it may open through the 
diaphysis upon the surface of the limb. Let me 
here show you a specimen of a tibia, in which 
you will see that localized inflammation, probably 


tuberculous, has started at the top of the dia¬ 
physis, that an abscess has formed there, and that 


A 



S,—Sequestrum at end of tibial diaphysis; abscess cavity 
communicating (A) with knee-joint. 

E. E.—Line of junction of epiphysis. 

(From the Museum of the Children’s Hospital.) 

the joint has been ruined by the abscess opening 
into it. 

The hip-joint, the subject of our remarks for to¬ 
day, is different from the knee, and from all other 
joints in this, that the end of a diaphysis enters 
into its formation. By this rough sketch upon the 
board let me represent the upper end of the grow¬ 
ing femur. Here at a a is the attachment of the 
capsular ligament running into the anterior inter¬ 
trochanteric line. Notice that the line of the 



Upper end of ossifying femur. 

A. A.—Line of attachment of capsule of joint. 

E. E.—Line of junction of epiphysis and diaphysis. 


junction of the diaphysis and, ee, epiphysis, and a 
considerable amount of the diaphysis are within 
the capsule of the joint. Now, if you will kindly 
imagine the sequence of events taking place at the 
end of this diaphysis which we saw in the case of 
the tibia—acute osteitis, the presence of a seques¬ 
trum, and of a circumscribed intra-osseous abscess 
at the upper end of the diaphysis—you will admit 
that the neighbouring joint is in great peril, and 
that in the ordinary course of events it is impos¬ 
sible that the trouble can clear off without impli- 
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cation of the joint, as the end of the diaphysis is 
within the grasp of the capsular ligament. If the 
end of the diaphysis can be attacked from the 
outer side, and such a sequestrum removed with¬ 
out implication of the joint, the cases in which 
such treatment can be adopted must be extremely 
rare. I may remind you that Brodie says that it 
is for the most part impossible even for a careful 
observer to understand the exact nature of the 
disease until the death of the patient or the 
amputation of the limb enables him to ascertain 
it by dissection. 

The hip-joint is peculiar in this, that the end of 
the diaphysis enters into the formation of the 
articulation, and it is unfortunate in the fact that 
it is so deeply shrouded in soft tissues. The 
surgeon is much more ready and able to deal 
energetically and successfully with the elbow or 
knee-joints than with the hip-joint, for the simple 
reason that the last-named is placed comparatively 
far out of his reach, and lends itself so reluctantly 
to introspection. The last thing the surgeon is 
inclined to do is to perform an experimental 
exploration upon the interior of a hip-joint, but in 
equally suitable cases he does not hesitate to look 
inside a knee. 

I will briefly read the surgical notes of the little 
girl who is now before us upon the table. Her 
name is May W. She was admitted into the 
hospital in June, 1893. She is, I think, now 
about eight years old. T 1 je family history, as 
regards tuberculosis, was good. The left thigh 
was in a position of slight flexion and adduction, 
there being an evident lordosis when the two legs 
were brought down straight. That is to say, there 
was an arching of the back, because of the slight 
but permanent flexion of the thighs. Movement 
of the hip-joint could not be obtained without the 
attempt giving her pain. This was, of course, a 
strong suggestion of there being some inflammatory 
trouble in or about the joint. But because there 
is pain in the movement of the limb, it does not 
necessarily follow that there is disease of the hip- 
joint; there may be, for instance, from amongst 
other affections, disease in the bursa underneath 
the psoas, or there may be inflammation of the 
end of the diaphysis not yet implicating the joint. 
I fully agree with Sir Benjamin Brodie in this, that 
the most careful observer cannot always under¬ 
stand the exact nature of these last-named cases. 
The disease is deeply placed, and signs may be 
misleading. 


Wasting of the thigh and leg are amongst the 
earliest signs of joint-disease; but wasted muscles 
of the thigh and leg are by no means characteristic 
of hip-joint disease. The muscles, the bones, and 
the joint are all under the nutritive care of nerves 
coming out from the anterior cornu of the grey 
crescent of the cord, and when the joint is in 
trouble it appears to me that Nature inhibits the 
free supply of nutritive fluid to the bones and 
muscles, so as to secure for the articulation a rest 
as perfect as, in the circumstances, can be ob¬ 
tained. Thus it is that the muscles so quickly 
begin to waste. It is often suggested that the 
wasting of the limb in connection with joint disease 
is merely the result of want of use. But that is 
not, I think, the correct explanation of the phe¬ 
nomenon. For if a child has hip-joint disease, say 
on the left side, and she is fixed in a double 
Thomas* splint, or some other retentive apparatus 
which prevents her using either limb, the sound 
limb wastes but very little, at any rate, not nearly 
to such an extent as does the limb on the affected 
side. No, it is not merely want of use which is to 
account for the wasting of the limb, and I cannot 
but think that it is due to a beneficial inhibitory 
change, brought about through those trophic 
nerves. 

But to continue with our account of the patient 
before us. The buttock on the left side was 
flattened, and the gluteal fold was partly obliterated. 
Partial obliteration of the gluteal fold and flatten¬ 
ing of the buttock may be chiefly attributed to the 
slight flexion of the thigh. As soon as the thigh 
is even a little flexed, the gluteal fold begins to 
disappear. The gluteal fold, I may remind you, 
has no association with the lower border of the 
gluteus maximus. 

There was, as recorded in these notes, some 
thickening of the upper end of the femur between 
the trochanter and the acetabulum. That was for 
us the great point in the differential diagnosis. It 
was the existence of this thickening which sug¬ 
gested the presence of a sequestrum at the upper 
end of the femoral diaphysis. Hear again what 
Stokes says: “ My belief is that Sir Benjamin 
Brodie has estimated more accurately than all 
other observers what the most frequent primary 
lesion is ”—speaking of hip-joint disease—“namely, 
central osteitis, which, I think, is most frequently 
of traumatic origin, and involves, for the most 
part, the trochanter and head of the bone.** So 
. that if, in an early stage of hip-joint disease, wo 
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find considerable thickening about the neck and 
about the trochanter, it should render us very 
suspicious of the presence of a sequestrum. 
Stokes continues:—“The condition can, in its 
early stages, in most instances, be recognised as of 
this origin by the pain being more acute than 
when the lesion is situated in the soft structures. 
That is to say, that when the hip-joint disease is 
being started by a central sequestrum at the end 
of the diaphysis, the pain is greater than when 
the disease is an acute tuberculosis.” I do not 
quite accept this. It is so difficult to estimate 
and to compare actual amounts of pain. Com¬ 
parisons are, in all these cases, unsatisfactory, if 
not impossible. 

Stokes is of opinion that abduction and flexion 
of the joint are not so well marked as in the cases 
where there is much synovial inflammation and 
effusion. But in some of these cases in which a 
sequestrum lies close against the joint there must 
be a considerable amount of articular effusion. I 
do not say the joint is actually inflamed at the 
moment of which we are speaking. But there is 
almost certain to be a sympathetic dilatation of 
the vessels, just in the same way that when a man 
has acute inflammation about the pulp-cavity of a 
tooth there is a considerable amount of sym¬ 
pathetic dilatation of the vessels of the cheek, so 
that his face becomes flushed and oedematous. 
I feel sure that when a sequestrum is lying close 
against a joint as the result of acute osteitis, there 
must almost certainly be effusion into the joint, 
although not necessarily of pus, and even a small 
amount of effusion may distort and fix a joint. 
Stokes, continuing, says that the condition can, 
further, be recognised by the pain being, as a rule, 
referred chiefly to the situation of the trochanter. 
Yes; a child who is the subject of acute inflam¬ 
mation in the end of the femoral diaphysis will 
point to the “ soreness ” being in that particular 
part rather than diffused in the region of the hip 
or knee. 

Stokes also says that there may be increased 
local temperature and a more or less febrile 
condition of the patient. Truly; but all these 
conditions may also co-exist in the case of simple, 
acute inflammation of the synovial membrane of 
the joint. I venture to think Sir William Stokes 
has omitted the most important point of the 
differential diagnosis of para-epiphyseal necrosis, 
namely, the thickening about the neck of the 
bone and great trochanter. 


But to go back ; this little girl was admitted in 
June, 1893, with not very marked signs of hip- 
joint disease, but with thickening through the neck 
of the bone; and having formed the conclusion 
that in all probability she had a sequestrum lying 
at the top of the femoral diaphysis, we performed 
an exploratory operation upon the femur (under 
the influence of chloroform), making a free in¬ 
cision downwards from the outside of the great 
trochanter. Then, with a trephine about half an 
inch in diameter, we tunnelled up through the 
great trochanter and the neck of the bone, and 
had the satisfaction of finding the sequestrum 
lying in the end of the diaphysis. The sequestrum 
was loose. When we had got it out we recognised 
that it was actually a sequestrum, and not a piece 
of bone which we had merely detached from the 
interior of the neck, by the fact that it was com- 



S.—Sequestrum in abscess cavity at end of femoral 
diaphysis. 

B —Track of trephine. 

A A.—Line of attachment of capsular ligament of hip- 
joint. 

E E.—Line of junction of epiphysis. 

pletely surrounded by granulation tissue. Sup¬ 
posing we had taken a piece of growing bone from 
the interior of the neck of the femur, and had 
brought it out by chance, as it were, we should 
have found it rough all round. But this piece had 
evidently been for some time lying in an abscess 
cavity or in a soft bed of granulations. It was the 
size of a small bean. We next scraped out the 
interior of the abscess cavity in which it lay, 
removing the granulation tissue with a slender and 
sharp spoon, and then we washed out the cavity 
with a solution of chloride of zinc (gr.v to 5j), 
a very excellent lotion for all such cases. The 
wound healed up in due course. The child had 
no suppuration, and she has recovered from her 
potential hip-joint disease, with a very fair amount 
of movement in the articulation, as I am able to 
demonstrate to you. In estimating the amount of 

movement in the articulation, it is perhaps super- 
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fluous for me to say that the surgeon should always 
take care first to fix the crest of the ilium, so that 
when he is moving the limb he is not at the same 
time tilting the pelvis. Thus, with my finger on 
the anterior superior iliac spine, I can assure 
myself that there is no movement of the pelvis, 
and I can show that there is movement in the arti¬ 
culation itself. I do not say there is much move¬ 
ment, but there is quite enough for the purpose 
of a favourable prognosis. I would not, on any 
account, encourage the rapid return of an increased 
amount I think that further rest will be advan¬ 
tageous. 

Another interesting point in connection with 
this child is that, although she has been lying 
perfectly quiet since June, 1893, when she first 
came into the hospital, disease has occurred in 
the opposite hip-joint Often, we know, hip-joint 
disease, like other articular and osteal troubles, is 
started by an injury, the inflammation which 
follows the injury predisposing the area to the 
successful attacks of micro-organisms. But there 
was no injury in this case. The child has been 
watched month after month, I may say, almost, 
year after year, yet the disease quietly invaded 
what was, when we first knew her, the sound 
joint. This secondary invasion goes towards con¬ 
firming the truth of the contention of the consti¬ 
tutional origin of most of these cases of chronic 
hip-joint disease in children. But tuberculosis is 
not the causation of all cases of hip-joint disease. 
With tuberculosis the saying applies—“Give a 
dog a bad name and hang him.” Tuberculosis 
seems to be acquiring an ever-increasing patho¬ 
logical responsibility; at one time syphilis had to 
account for almost everything that was obscure 
and chronic, but at the present day tuberculosis 
is relieving it of a good deal of its unenviable 
burden. 

I should like now to demonstrate the exact 
position in which this little girl’s femur is placed 
—as she lies here upon the table it looks as if the 
thigh were in a fair position. But it may not be 
so in fact, as the pelvis may be very much tilted 
all the while. The first thing to be done in the 
way of examination is to get the pelvis perfectly 
square, that is to say, to place its transverse axis 
at right angles to the long axis of the body. 
Having done this we at once realise the fact that 
the thigh is flexed nearly to a right angle, and 
that it is, moreover, considerably adducted. A 
convenient way of correcting the lordosis is by 


flexing the sound thigh up upon the abdomen. 
Here I cannot do so, for, as you will remember, 
both her hip-joints are diseased. 

Septic diaphysitis of upper end of femur. This 
big boy, whom we will call Edgar, was admitted 
October 16th, 1894, with a high temperature, and 
with acute pains down the right tibia. To make 
a long story short, he had been the subject of 
acute septic inflammation of the growing tissue at 
the upper end of his tibial diaphysis. He has 
been the subject of that very disease to which I 
was referring a few minutes since. I dare say he 
had been playing out in the autumnal cold and 
wet. Moreover, he told us that he had received, 
some weeks previously, a severe kick over the 
upper part of the shin. This kick had, doubtless, 
lowered the vitality of the growing tissues at the 
end of his tibial diaphysis, and, as a result, the 
streptococci and staphylococci circulating in his 
blood-stream had seized upon and infected that 
injured part. Probably he had had intense pain 
in the leg; his temperature had risen, I daresay, 
to 102 0 or 103°, and most likely he had been 
delirious. Delirium is a very great clinical feature 
of all these cases. No doubt he was then ex¬ 
tremely ill, and I should not be surprised if his 
condition had at first been mistaken for acute 
rheumatism. This error of diagnosis is very 
common. But the acute rheumatic affection 
attacks the joints themselves, not the bones, and 
in these cases of septic diaphysitis the swelling 
and the tenderness are always over the diaphysis, 
never in the joints. Another condition for which 
I have seen the disease mistaken is erysipelas. 

The redness and swelling of the skin mislead 
the practitioner who has not taken the precaution 
to feel the tibia with his finger and thumb. Had 
he done so, he would have found that the swelling 
was for the most part central, and that the great 
pain was in connection with the bone and not with 
the flushed skin. There is no error of diagnosis 
with which I am acquainted, either in the surgery 
or the medicine of childhood, so frequently made 
as this. Even in a children’s hospital I have 
known a boy with acute septic osteo-myelitis of 
the tibia admitted into the medical ward as a case 
of rheumatism. I suppose the redness had been 
noticed as being very close against the joint; or it 
may be that someone had just come on freshly 
as Resident Medical Officer and had never had 
the opportunity of making the mistake on any 
previous occasion. 
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Perhaps a surgeon is less likely to make such an 
error of diagnosis than a physician, because it is 
the surgeon’s business to look out for acute septic 
osteo-myelitis. But all cases do not come to the 
physician carefully assorted, and unless he is 
constantly on the alert, he is apt to fall into an 
error of diagnosis which has already been com¬ 
mitted by the child’s mother or grandmother. 

We cut down on to Edgar’s tibia, and found a 
sequestrum at the top of the diaphysis, much as is 
shown in the first wood-cut. This sequestrum we 
removed, and we thoroughly scraped away the 
surrounding granulation tissue. For a while all 
went on well, and the boy was getting on perfectly 
satisfactorily. Brodie had in his mind’s eye cases 
of this very sort when he wrote those paragraphs 
to which I just now alluded. In certain instances 
it is impossible, but in the case of the tibial 
diaphysis it is usually pretty easy to make out the 
nature of the lesion. This boy’s wound was 
granulating steadily; but on one occasion I was 
told he had complained of pain in his left hip, 
his temperature, moreover, had begun to ascend. 
I daresay he also had another rigor, and that the 
thermometer in his mouth or rectum registered 
somewhere about 103° or 104°. But of these 
matters, at the present moment, I cannot speak 
with certainty. Knowing that the micrococci had 
already undergone a successful cultivation in the 
end of his tibial diaphysis, we suspected that the 



U.—Septic ulcer at end of femoral diaphysis, causing 
acute abscess in hip-joint. 

E. E.—Line of junction of epiphysis. 

A. A.—Line of attachment of capsular ligament of hip- 
joint. 

same thing was obtaining in the end of his femoral 
diaphysis. And we had not long to wait before 
our fears were realised. I examined him on the 
Wednesday, and again on Thursday and Friday, 
but could discover nothing absolutely definite or 
convincing. But on the Saturday I received an 
urgent message to the effect that the boy was 


extremely ill, and that some thickening could be 
detected about the upper end of his femoral 
diaphysis. We then came to the conclusion that in 
all probability he had a small sequestrum, or, at 
any rate, a potential sequestrum, an area of acute 
septic inflammation, at the end of his femoral 
diaphysis, that is within the grasp of the capsular 
ligament of the hip-joint. We therefore put him 
under an anaesthetic, and cutting down into his hip- 
joint, found lying around the upper end of the 
femoral diaphysis, a small acute abscess, which 
was in connection with an ulcerated patch of bone 
just below the line of the junction cartilage. I 
suppose that the pus was tightly locked up under¬ 
neath the cervical periosteum, which is thickened 
by reflected fibres of the capsular ligament, and by 
the synovial membrane passing up towards the 
head of the bone. We evacuated the abscess, and 
knowing that this jagged bone was teeming with 
micro-organisms, we excised the upper end of his 
femoral diaphysis. His general condition at once 
immensely improved. True, he has subsequently 
had some recurrence of the disease at the part, and 
his wound has not yet healed; but he had passed, 
as you see, safely through the serious crisis of acute 
septic osteo-myelitis, at the upper end of his tibial 
diaphysis, and at the upper end of the opposite 
femoral diaphysis. And though his condition has 
been the grave one of pyaemia and of ptomaine¬ 
poisoning, his outlook is now promising. 

The moral of this case is that a boy who has 
acute septic inflammation in one diaphysis is apt 
to have it in another. That if, after one area of 
septic inflammation has been successfully dealt 
with, the boy is found to have a high temperature, 
constitutional disturbance, and local tenderness, 
the chances are that he has got a cultivation of 
micro-organisms taking place at the end of that 
diaphysis. The cultivation of staphylococci at the 
end of any diaphysis is a most serious matter, 
because almost for certain the joint will be ruined; 
and when the affected part is the upper end of the 
femur the prognosis is grave indeed, and the 
demand for prompt and radical interference most 


urgent. 

Hip-joint disease; pelvic abscess; amputation. 
The third and last case that I have to show you 
is that of a boy whom we know as Jimmy. He 
first came into the hospital about three years ago. 
I have just been looking up his notes, which were 
taken by the then Surgical Registrar; but though 
doubtless they are of extreme clinical value, they 
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are quite illegible. For the future, if I am ever a 
member of a committee for the selection and 
appointment of a Surgical Registrar, I will not 
omit to ask to see a sample of his handwriting. 

Jimmy had acute suppurative disease of his hip- 
joint—I should think of tuberculous origin. The 
tuberculous disease began at the end of his 
femoral diaphysis, very likely by the formation of 
a sequestrum, as in the first case that I showed. 
At any rate, when we first saw him he had exten¬ 
sive tuberculous disease at the upper end of his 
left femur and of the joint. The articular abscesses 
were discreetly opened, and the joint was excised 
and scraped. But less to our surprise than regret 
he did extremely badly. I suppose that the 
explanation of his doing so badly was that his 
feeble colourless corpuscles could offer but a poor 
resistance to the teeming micro-organisms by which 
the part was beset 

One day he was as bad as he could be; and that 
particular afternoon he still has prominently in his 
memory, as I also have it in mine. It was the 
afternoon on which some kind people celebrate 
the illness—I am not sure whether it was also the 
recovery or the death—of a dear child, by sending 
a Punch and Judy show through every ward in the 
hospital to the great delight of the children. For 
my own part, I would say that I can imagine no 
way more sensible or more blessed than this of 
celebrating a child’s anniversary. Many people 
might be willing to do so kind an act, but in the 
minds of very few would so happy a thought ever 
enter. Jimmy’s aspect showed that he was ex¬ 
tremely ill. With children there is a great deal to 
be learned from the aspect—the pale, pinched face, 
the resigned expression, and the prostrate attitude. 
The poor boy had no appetite, he was sweating 
profusely, and he had a hectic temperature—up at 
night, and down in the morning—the result of the 
perpetual absorption of small doses of the products 
of decomposition from his suppurating and septic 
joint. Moreover, he had albuminuria, and a large 
hard liver. 

When one is examining an old-standing case of 
hip-joint disease, the points to which he directs 
particular attention are the general condition of the 
patient, the condition of the liver, and the condition 
of the urine. Invariably the surgeon asks the 
house-surgeon, or clerk, as to the condition of the 
urine, but he does not always get a prompt reply. 
Another matter to which the surgeon pays par¬ 
ticular attention is the condition of the pelvis, and 


this can only be made out by rectal examination. 
Suppuration may extend from the interior of the 
acetabulum, through the Y shaped piece of carti¬ 
lage into the pelvis very quietly, and without 
observation. It is only by digital examination 
through the rectum that the surgeon can acquire 
any knowledge of the progress which the disease is 
making in that direction. 

This boy, Jimmy, had a considerable fulness on 
the inner side of the os innominatum, showing that 
perforation of the acetabulum had taken place. 
The cause of the enlargement of the liver and the 
presence of the albumen was of course albuminoid 
disease, or, as it is incorrectly but commonly 
called, “ amyloid ” or “ lardaceous ” disease. These 
terms are wrong, because there is no connection 
with meal or starch (apvXot), neither has the 
deposit or infiltration anything to do with bacon 
fat (,lardum ). As to what this albuminoid material 
actually is, I do not know, nor do I care to specu¬ 
late. We constantly meet with it, however, in 
children who are the subjects of chronic suppura¬ 
tion in connection with joint- or spine- disease. It 
may also be met with in certain cases of congenital 
syphilis. It has been suggested that this infiltra¬ 
tion is caused by the continued loss of certain 
blood-salts in the long-continued discharge; but 
though that may explain its occurrence in suppura¬ 
tive diseases, it will not answer for it in congenital 
syphilis, where there is no suppuration. It is 
certain that it is a blood-disease, and it makes 
itself manifest, first of all, in the arteries. Then 
there is an enormous deposit of this albuminoid 
material through the kidney, liver, and spleen, and 
a leakage of it takes place from the kidney into 
the abundant and limpid urine. The liver, being 
impregnated with this sdbuminoid deposit, becomes 
greatly increased in size, so that at last the boy’s 
abdomen is nearly full of liver. At this particular 
period Jimmy was passing highly albuminous urine, 
and had a liver reaching almost to the opposite 
side of his belly. We took him away from his 
prospective histrionic treat, brought him to another 
kind of theatre, and amputated his thigh at the 
hip-joint. 

What else can be done with old, intractable 
cases of hip-joint disease ? One is always loth to 
amputate at the hip-joint, but that is certainly the 
best and the only treatment for many of these old- 
standing cases. If one watches and waits too long 
the child is at last carried away with what the ol& 
pathologists called colliquative suppuration, o* 
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colliquative diarrhoea. We did the amputation 
after Furneaux Jordan’s method, with modifications. 
Our modus optrandi was as follows: We put a 
broad india-rubber band tightly around the upper 
part of the thigh (broad, so as not to cut or bruise 
the delicate tissues), and brought it over to the 
opposite side, and had the ends secured just below 
the iliac crest. In that way the circulation in the 
limb was absolutely arrested. In most of these 
cases, however, it is not necessary to apply any 
band or tourniquet. As a rule the part is wasted 
to the last degree, and the grasp of the fingers and 
thumbs of an able assistant will be quite sufficient 
to control the circulation. We then made a quick, 
clean sweep with the knife at the junction of the 
upper and middle third of the thigh, right down to 
the bone, with no attempt at cutting a flap, and 
then with about three strokes of the saw the spindle 
femur was divided flush with the section of the 
soft tissues. In such conditions, the femoral 
vessels appear very visibly upon the squarely- 
cut surface of the stump. These being secured, 
the periosteum, which is almost always attacked 
in these cases, is separated from the femur, and 
all that remained of the upper end of the femur 
(the joint having been previously resected) was 
taken out as a core. Then we turned the boy 
over, and having removed the constriction, and 
finding no more vessels needing attention, we 
scraped out the seat of the old excision-wound. 
We once more scraped out the acetabulum, and 
having washed out the whole area with a solution 
of chloride of zinc, to the value of which I have 
already referred, we put in a drainage tube, and 
closed the rest of the wound by sutures. In this 
case we made a vertical incision from the old 
excision-wound down to the circular sweep on the 
outside of the limb when removing the bone ; but 
it is not necessary to do this in all cases, the core 
of the femur coming away without any difficulty, 
after the manner of extracting a finger from a 
glove. 

Jordan’s method of amputation at the hip is a 
very great gain. One always dreaded the old 
method of amputation at the hip-joint by trans¬ 
fixion ; it was attended by so much shock. 

Our little patient began to improve directly after 
the operation, by which he had been freed from 
a considerable amount of diseased tissue. More¬ 
over, after the upper end of the femoral shaft had 
been thus removed, perfect freedom was provided 
for drainage of the intra-pelvic abscess. It is in 


these cases where there is pelvic suppuration 
secondary to hip-joint disease that amputation at 
the hip-joint serves so advantageously ; it is only 
when the femur has been removed by amputation 
that one can be sure of having the needful drain 
for the intra-pelvic abscess. 

Jimmy has by chance lately come into hospital 
again. He was not admitted with the view of 
illustrating these remarks of mine upon hip-joint 
disease, but I take advantage of his presence in 
the ward for the purpose of calling your attention 
to the fact that amputation offers a happy ending 
in many otherwise hopeless cases of advanced 
articular disease subsequent to the unsuccessful 
adoption of resection. The periosteum in these 
cases is left and a new bone is not unusually 
developed from it This boy, you will find, has 
a considerable mass of rudimentary femur in his 
stump. He has completely lost his albuminuria, 
and his liver has resumed its normal size. 

A considerable amount of interest was aroused 
a few years ago at one of the Societies in a case of 
this nature, shown by the late Mr. Shuter. He 
had amputated at the hip-joint by the sub-periosteal 
method, and when he showed the patient it was 
obvious that there was a considerable core of 
femur in the stump. But though these instances 
of development of a rudimentary femur in the 
stump are of considerable clinical interest, I do not 
attach to the condition any practical importance. 


A CLINICAL LECTURE 


Delivered at the Edinburgh Royal Infirmary, May 4, 1895, 
BY 

W. ALLAN JAMIESON, M.D., F.R.O.P. Edin., 

Physician for Diseases of the Skin, Edinburgh Royal 
Infirmary. 


Gentlemen, —Before proceeding to the de¬ 
monstration of the various affections of the skin, 
which the out-patient department of this hospital 
puts at my disposal to-day, I wish to draw your 
attention to a few general considerations which 
suggest themselves as a suitable preliminary to the 
study of skin diseases. In the first place let ns 
consider the importance of the position that habits 
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of uncleanliness hold, regarded as an agency in the 
causation of skin disease. There are many who 
have the idea that cutaneous disorders are ne¬ 
cessarily due to dirt. I point this out that I may 
directly, on this head, ask such of you as hold this 
opinion to discard it. The error is evident on the 
least reflection. Take, for example, the case of 
the parasitic disease scabies, common enough here. 
Our friends across the Border regard us with a 
certain amount of reproach because this disease is 
so prevalent; though they err on the side of 
exaggeration when they quote that unfortunate 
couplet about the Duke of Argyll and the rubbing- 
stone, which suggests that the highlander was so 
enabled to temporarily lessen the “itch” of his 
back and shoulders, for they overlook the fact that 
acarus scabiei is not found on those parts of the 
body. Still in the main they are right, for the 
disease is undoubtedly frequently met with here. 
Now the laity hold that scabies is essentially due 
to dirt, and they are right if they are considering 
the relation between the sum-total of dirt, and the 
sum-total of this disease; but they are wrong if 
they wish to show that there is direct connection 
between the scabies of an individual and his 
personal habits of cleanliness. The most cleanly 
person may have the disease communicated to him, 
then do what he may in the ordinary domestic 
routine of bathing and washing, he remains infected 
until medical aids are brought to his assistance. He 
will never spontaneously get well, a fact you may 
remember by associating with it the saying of 
Professor Leloir, that some people are born (or 
infected shortly after birth) with scabies, live their 
lives with scabies, and die in the same good 
company. 

In the second place it is commonly believed that 
there can always be shown changes in the blood 
to account for disorders of the skin. I may tell 
you that in many of the diseases we will study 
together, there are no ascertainable alterations in 
the blood. It is probable, that as the blood is an 
indispensable part of the tissues it is altered in 
some way in quality, but this is not in general 
discoverable by the tests available. 

In the third place I must warn you against the 
belief which seems to be commonly held amongst 
the members of the medical professsion, that 
arsenic is a specific in skin diseases. Arsenic is 
not such a specific, and is not by any means to be 
prescribed indiscriminately. The drug possesses 
undoubted effects on the skin, as is evidenced by 


the disappearance of certain eruptions under its 
use, those of lichen planus, pemphigus, dermatitis 
herpetiformis, and, in some cases, psoriasis. So 
also by the fact that its long-continued administra¬ 
tion produces hyperidrosis of the feet, a peculiar 
keratosis of warty nature of the soles and palms, 
occasionally a species of cancer and well-marked 
pigmentation. Thus you see arsenic may cure or 
may produce pathological conditions of the skin. 
You will do well to remember once for all that it is 
absolutely useless in eczema. 

In the fourth place I want you to avoid that 
popular error, which causes infants and young 
children to be treated with “grey powder,” when¬ 
ever their tongues are coated, or the colour of 
their motions is green, the idea being that their 
livers are, by these symptoms, shown to be out of 
order, and to need some touching up. In the great 
majority of cases the liver is quite capable of carry¬ 
ing out its normal functions, and it would be 
strange were it otherwise, since children can 
scarcely be blamed for indulgence in those habits 
which are the causes of hepatic disturbance in 
adults. As a rule it is the feeding which is at 
fault. Have the milk thoroughly pure and fresh, 
and the feeding-bottle above suspicion, and you 
will soon put everything to rights in a way that no 
tinkering at the liver can hope to do. Over and 
above the want of necessity for the direct treat¬ 
ment of the liver there is, I feel confident, 
considerable undesirability. Decided harm is 
frequently caused by this prevalent custom of 
drugging with grey powder. 

In the fifth place and lastly, let me say that the 
treatment of skin diseases is to be carried out 
exactly on the same principles as is that of the 
diseases of other parts. “ Rest ” is of primary im¬ 
portance; rest, together with the removal of all 
causes of irritation. Then soothing treatment, 
and only cautious—very cautious—stimulation. 

The first case I have to show you to-day is one 
of acne rosacea. The patient is a woman (Mrs. 
McC., aged 29) who shows us the condition, 
typically enough, over the nose and cheeks. It is 
a noteworthy fact that the female sex is especially 
liable to this disorder. The characteristic ap¬ 
pearance is that of a diffuse redness existing along 
with a greater or less number of acne spots, and 
affecting chiefly the nose, cheeks, chin, and fore¬ 
head. It is accompanied by a feeling of heat and 
flushing when the part is exposed to fire, to the 
sun of a hot day, or the wind of a cold one, or 
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when it is washed with soap and water. It is 
made worse by the use of hot foods or highly 
spiced ones, by hot drinks, as tea, soup, etc., and 
by alcohol Alcohol as a cause is chiefly in 
evidence in the male sex. The cause of the great 
majority of the female cases is indigestion, brought 
on especially by excessive tea-drinking. This 
patient shows an irritable tongue and complains 
pf certain troubles which are evidently dyspeptic 
in origin, whilst she admits the drinking of con¬ 
siderable quantities of tea. 

What you will find the best treatment in such 
cases as this is, in the first place, the modification 
of the dieting on suitable lines, the patient to give 
up tea, and to take only light and not especially 
stimulating foods. Locally, a mild lotion of sul¬ 
phur and calamine produces the best effects; a 
fact which the existence of certain advertised 
remedies proves. 

R Sulphuris praecip. 3j 

Calamin® praepar. 3ij 

Zinci oxidi ... 3j 

Glycerini . ... 3j 

Aquam destil. ... ad §iv 

M. ft. lotio. 

Sig.: The lotion to be shaken, then painted on 
with a camel’s hair brush at night. 

Give also instructions that each morning the 
face is washed with a little warm water (no soap), 
and then powdered over with the following:— 

R Acidi borici . pts. x 

Talci . pts. xc 

M. ft. pulv. 

Sig.: To be applied every morning. 

In this case there is evidence of anaemia, so we 
will give her, in addition, a preparation of iron to 
take after meals. 

The second case is a well-marked one of acne 
vulgaris. (Patient, R. D., male, aged 34). 

Over the skin of the shoulders and back you 
see he has the characteristic discrete acne erup¬ 
tions, which have none of that redness between 
them that we noticed in the last case. Here we 
use a more powerful local application, one of 
sulphide of calcium, which is too irritating for 
the face in acne rosacea. 

The next case is an interesting one of keloid, 
in a young woman. (Patient: C. S., aged 22). 
She was vaccinated a month or two ago, and in 
the scar which resulted this condition, that you 


see, has developed. The pathological change is 
merely that of an overgrowth of connective tissue 
in the cicatrix. It is frequently accompanied, as 
in this case, by pain, and may be very tender to 
the touch. Sometimes there is keloid where there 
is no visible scar (as over the sternum), but there 
is then great probability that an old acne pustule 
has caused a scar at some time or other from 
which the keloid has developed. Now, you will 
find there are two forms of keloid: one which 
limits itself to the scar in which it has developed, 
as is often noticed in the case of scars from burns; 
and another form which extends beyond the scar. 
The latter is the more troublesome to deal with, 
as it always happens that the further the growth 
extends beyond the boundary of the original scar 
the less likely is it to disappear. 

Now as to treatment. You must be careful on 
no account to cut out the growth. If you do so 
it will return, and in aggravated form. One 
method of attacking it—which I have found of 
considerable value—is that of multiple scarifica¬ 
tion, but a still better is undoubtedly electrolysis. 
Using for the latter purpose a needle in connection 
with the negative pole of a battery of, say, four to 
six cells, enter the needle at different parts of the 
growth, leaving it for a few seconds in contact with 
the tissues at each puncture. 

Here is a patient with an eczematous condition 
of the hands, which, you see, affects chiefly the 
dorsum (D. H., male; aged 62). Now, he tells 
me that for some years he has been employed in a 
certain trade which occasioned the frequent dipping 
of his hands in naphtha. He has not had any 
previous attacks—not even in winters so severe as 
the past one—so we ought to look for some other 
cause for the present outbreak than that brought 
about by his occupation. If we did so I think we 
should find some constitutional cause—probably 
that his general health has lately been below par. 
This, of course, we will have attended to. Locally, 
in cases such as this, we expect great benefit from 
poulticing. Now, I am quite aware that many of 
the London men look down upon this method, 
and hardly care to discriminate between those 
poultices of bread and porridge and turnip and 
linseed, which undoubtedly are bad, and the 
poultices of boracic starch, which are as un¬ 
doubtedly good. But I hold that the application 
of the poultice is often of the utmost value, and 
even essential as preliminary treatment. The way 
I direct the boracic acid poultice to be made is as 
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follows:—Take a tablespoonful or more of cold 
water starch, and to it add a teaspoonful or 3j of 
boracic acid, mix with a little cold water, then 
pour into it a pint of boiling water, and stir till the 
whole is melted into a uniform mucilaginous mass; 
allow this to stand until it becomes cold; then 
spread the jelly thickly on cotton, and cover it 
with a piece of muslin. Then apply to the part. 
Leave it on for a few hours; then, if necessary, 
change it, for it must never be allowed to get 
hard. A good plan is to put on the poultice, well 
wrapped up, at bed-time; remove in the morning, 
and then proceed with the further treatment, 
which consists in the use of a 5 per cent, salicylic 
vaseline. 

& Acidi salicylici ... ... gr.xxiv 

Vaselini. §j 

M. ft. ung. 

Sig.: To be applied as directed. 

The next case I have to show you is one of 
purpura. The patient is an elderly woman (Mrs. 
B., aged 64), who has been under treatment in 
this out-patient department for an eczema of the 
left leg for some weeks, and who now shows us a 
purplish blotch on the outer surface of the other 
leg. This condition is evidently not one of mere 
erythema, for as I press over it with my fingers 
you see the colour does not fade; blood has been 
effused into the skin. Now, I need hardly tell 
you that purpura is a symptom, just as jaundice 
and dropsy are symptoms, and that the commonest 
disease in which we see this symptom is land 
•curvy. Scurvy or scorbutus is due to lack in the 
diet of vegetable juices—that is, to lack of sub¬ 
stances which are indispensable to the mainten¬ 
ance of health. The individual suffering may be 
taking potatoes as an article of diet at the time, 
but these have not the same anti-scorbutic action 
as have such vegetables as those of the cabbage 
order. 

I must mention that there is also a rheumatic 
purpura. For treatment I find that ergot along 
with aromatic sulphuric acid does good in these 
cases, the use at the same time by the patient of 
fresh vegetables being, of course, absolutely neces¬ 
sary. One or two oranges daily assists the cure 
materially. 

Here is a case of lupus erythematosus affecting 
the face (Mrs. C., aged 32). There are two, and 
probably even more, forms of this disease. First, 
4 he bat's-wing form, occurring on the forehead, 


nose and cheeks. The erythema fades on pres¬ 
sure. The affected skin is covered with scales, 
and on removing one of the latter, and examining 
carefully its under-surface, you will see attached 
to it little tags that have evidently been drawn 
out of the follicles. The second form consists of 
localized disc-like spots, often on the cheek, which 
are elevated and scaly like the other. They al¬ 
ways leave a scar when healed. The case you see 
here is scarcely typical. It is more diffuse than 
ordinary. 

As to treatment. It has been noticed by Dr. 
Payne, in the treatment of malaria by means of 
quinine, that large doses of this drug were capable 
of producing a certain degree of pallor, and this 
fact suggested the possibility of treating lupus 
erythematosus with it. Accordingly large doses 
of quinine—say, 15-30 grains, in divided doses 
over the day—have been experimented with, and 
have been found to produce some beneficial effect, 
but the use of the alkaloid has been too recently 
tried for us to pronounce certainly as to its power 
of definite and lasting cure. 

Locally, I usually apply a lotion, consisting of 
liquor plumbi subacetatis dilution and glycerine, 
as recommended by Payne, or one of sulphurated 
potash and sulphate of zinc. 

The next affection I am able to bring before 
you is molluscum contagiosum, exemplified in two 
cases. One of these is a child of 3 years, the 
other one of 7 months. The younger child has 
the typical manifestations about the forehead, 
cheeks, and eyelid. The elder has it in a less 
usual position—over the upper part of the chest. 
The appearance is that of a small, waxy-like 
tumour on the skin, having a depression in its 
centre, and the general look of a mistletoe berry. 

This affection is certainly contagious, though the 
essential element of contagion has not as yet been 
isolated. It has been inoculated, and the period 
of incubation demonstrated as two months. In 
treating it pure carbolic acid is of service, touching 
the top of each lesion with a drop of the acid 
being sufficient usually to produce, after a few 
applications, its withering and falling off. As a 
matter of fact, however, you will find that the 
tendency is for the disease to terminate of itself 
after running a course of a few months, and there 
is thus but little need for very active treatment on 
your part. 
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NOTES OF CASES DEMONSTRATED 
AT THE CLINICAL MUSEUM, 

BY 

JONATHAN HTJTOHINSON, F.R.S., LL.D. 

Three Cases of Leucoderma. 

Three patients, a woman aged 22, and two adult 
men, were the subjects of leucoderma. In the 
young woman it had been present for ten years, 
and occurred in conspicuous white patches on the 
throat, neck, and arms. She reported that it was 
present also on most parts of the body. She was 
in good health, and her skin not being particularly 
brown the contrast between the bleached patches 
and the healthy skin was in many parts not very 
conspicuous; it was, however, quite definite. 
There were a few white hairs on the scalp. An 
interesting point in her case was that she had a 
black mole on the nape of her neck, which now 
stood in the middle of a white patch. The bleach¬ 
ing process had not affected the pigment of the 
mole. 

In one of the men the condition was reputed to 
have been of shorter duration—only about two 
years; but as it had attacked the greater part of 
the hairy scalp and covered it with patches of 
snow-white hair, it had rendered its presence most 
grotesquely conspicuous. As in the previous case 
the white patches were arranged with symmetry. 

The man’s genitals having been exposed, a very 
curious and unexpected condition was revealed. 
On the body of the penis, which was very dark in 
colour, there was a single abruptly margined white 
patch. On the right half of the glans and the 
corresponding surface of the reflected prepuce 
there was a great number of deep brown spots. 
These varied in size from pins’ heads to split peas, 
and were scarcely if at all raised from the surface. 
They were not attended by any bleaching whatever 
of the adjacent parts, and were almost absolutely 
unilateral, being limited by the froenum below 
quite definitely, and almost as much so by a 
central line atove. These spots he believed to 
have been present from birth. 

A middle aged man, brought by Dr. Hartness, 
offered another good example of the ordinary form 
of leucoderma. It was developed in symmetrical 
patches on his hands, forearms, and genitals. He 
was the subject also of pain over the region of the 


gall-bladder, and other symptoms which suggested 
the probability of the presence of gall-stones. 

For one of these patients we are indebted to 
Mrs. Garrett Anderson, and for the other to Dr. 
Crozier. 

Comments . As examples of leucoderma these 
three patients afford illustrations of what is now 
generally known. This curious condition affects 
persons who are quite healthy, causes no dis¬ 
comfort and is not productive of any sort of illness. 
Its patches are almost always arranged with toler¬ 
able symmetry, and they usually occur in oval or 
round areas, which, beginning as small spots, 
gradually increase by spreading at their margins. 
So far as these facts are concerned, and I may 
add, also, in respect to the age at which the dis¬ 
ease usually commences, the condition might be 
supposed to have analogies with common psoriasis. 
There is, however, never the slightest production 
of scales. The pathological process is simply loss 
of pigment. This loss of colour, as we have seen 
so conspicuously in the man, involves not only 
the rete of the skin but the hairs also. It is an 
extremely interesting problem for the scientific 
observer as to how the failure in the pigment¬ 
forming process is brought about. The forms 
assumed by the patches, and the way in which 
they spread serpiginously entirely negative the 
idea that they are due to the nervous system. 
Changes located by nerves are, as a rule, not ag¬ 
gressive. In this disease the mode of spreading 
would suggest that some infective element is 
present. The mode of infective spreading is, 
permit me again to say, exactly like that of psori¬ 
asis. Like psoriasis, also, in exceptional instances 
the scalp is affected, and, like psoriasis again, 
there appears to be a natural limit in most 
instances to the spread of the disease, for, how¬ 
ever large the patches may become they very 
rarely involve the whole of the skin. Unlike, 
however, what we see in psoriasis, there appears 
to be no possibility of recovery of the normal 
condition. So far as I have observed, patches 
which have once whitened never become brown 
again. Arsenic has probably no influence on 
it. It is possible, however, that more extended 
observation may somewhat modify our creed as to 
these matters. It is very difficult to keep leuco¬ 
derma patients long under observation, since one 
cannot honestly hold out any prospect of cure. It 
is very desirable that, when practicable, we should 
avail ourselves of opportunities of procuring photo- 
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graphs once a year, so as to record with accuracy 
the rate of progress, and the manner in which 
the patches change their form. The fact that an 
abnormal development of pigment in the mole 
presented by the young woman was not liable to 
be involved in the leucodermic process is of 
great interest. As regards the pigment deposits 
on the penis, in the case of the man, I think we 
must regard them as being wholly unconnected 
with his leucoderma. They were probably con¬ 
genital, and their strict limitation to one half of 
the organ would suggest that they belong to the 
group of the congenital herpetiform conditions 
which we not unfrequently see in streaks or 
ribbons, sometimes ichthyotic, and at others simply 
pigmentary. 


Cases of Rheumatic Arthritis. 

The two patients next brought forward afforded 
examples of arthritic disease of the knee-joint. In 
the first of them, a young woman of 25, it was a 
question whether the disease was arthritic or 
strumous. The patient had been under my care 
in private two years ago, and I had then diagnosed 
it as being, in part at least, in association with the 
inheritance of gout. Since then, she had been for 
a time much better, and had married, but of late, 
and especially since her confinement of twins, the 
joint had relapsed, and at a hospital where she had 
recently been a patient, it had been diagnosed 
as probably tuberculous, and excision of the joint 
had been advised. As regards inheritance both 
things were possible. The patient was of fair com¬ 
plexion and delicate looking, and two maternal 
uncles had died of phthisis. The patient herself, 
however, had never presented any indications of 
either scrofula or phthisis, and she had in girlhood 
suffered from an inflammation of one knee which 
had passed off so completely that she could not 
remember with certainty which knee it was. Her 
father, a big, stalwart, florid man, had suffered 
from acute podagra, and her mother was stated to 
have her hands crippled with rheumatic gout. 

Comments. Inflammation of the larger joints in 
the children of those who are gouty, is not by any 
means uncommon, and is often of a mixed nature, 
being in part arthritic and in part scrofulous. I 
use the term “arthritic” as denoting relation 
with gout, or rheumatism, or both, and in definite 
contra-distinction from scrofula and tuberculosis. 
There is nothing, however, in the one that ne¬ 


cessarily excludes the other, and the inheritor of 
gout tendencies may inherit those of scrofula also. 
It is sometimes exceedingly difficult in chronic 
inflammations of the knee and hip in young 
persons to decide as to how much is scrofulous 
and how much is arthritic. The decision is of 
great importance not only as regards treatment, but 
in reference to prognosis. I feel sure that we 
often suggest scrofula where we ought to recognise 
inherited gout. As a rule, though by no means 
invariably, arthritic affections in young people en¬ 
tirely pass off after a time. I treated many years ago 
a young gentleman who inherited both scrofula and 
gout for a swollen knee. It was chronic, and he 
had to rest for more than a year. He has since 
been a distinguished cricketer. In the case before 
us, the young woman remembers well that she had 
one of her knees swollen and disabled for a time, 
but she has forgotten which. Such recoveries are 
possible only when the disease is arthritic. As 
regards her present condition, I may admit that the 
symptoms are suspicious. The disease has been 
aggressive, and the limb is, to a large extent, 
disabled. Excision of the joint may be justifiable. 
I do not believe, however, that it would be found 
that the disease was one primarily of tuberculosis 
of bone. The synovial membrane has probably 
undergone some pulpy thickening, and it may be 
that if left, abscesses may result. They are not, 
however, immediately threatened, and their de¬ 
velopment, should they occur, would not, to my 
mind, wholly remove the case from the arthritic 
group. 

The subject of the next case was a man aged 33, 
a plumber. He could give no facts whatever as 
to rheumatism or gout in his family, and he denied 
having ever suffered from gonorrhoea. Both his 
knees and his left wrist and elbow were, however, 
the seats of arthritic changes, being considerably 
swollen and stiffened. The smaller joints were 
not affected. The man had worked as a plumber, 
but there was no history of lead poisoning. The 
only fact bearing upon the diagnosis of gout was 
that the patient himself had once had for two or 
three days an acutely painful swelling of one foot, 
which entirely passed off. The patient was a 
rather thin man in good bodily health, who gave 
a very intelligent account of his symptoms. He 
stated that his left knee first inflamed in October, 
1893, and that it was diagnosed as synovitis at 
St. Mary’s Hospital. Four months later, quite 

suddenly, the right knee began to swell, and in 
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the course of a few hours attained a very con¬ 
siderable size. The fluid was subsequently removed 
by tapping, and the limb put in plaster. Subse¬ 
quently the man was sent to Bath, where he got 
considerable benefit, which however was not per¬ 
manent. The wrist and elbow had become involved 
more recently. He was liable to very severe 
attacks of pain in the ankle and hip of the left 
side. An interesting fact had much impressed his 
attention. He was suffering from psoriasis at the 
time the arthritis set in, and had done so for some 
months. When the joints inflamed, however, the 
skin disease disappeared. 

Comments . Although the family history in this 
case is apparently wanting, I cannot doubt that the 
disease is an inherited tendency to gout, modified 
by the patient’s habits of life. His transitory 
attacks of pain, and especially that of swelling in 
one foot which passed off completely, have been, 
I should think, true gout. This diagnosis is borne 
out by the suddenness with which, as he described 
it, the effusions into his joints have sometimes 
occurred. Yet the poor fellow’s present malady 
and the one which is before him for the rest of 
his life is rheumatoid arthritis in its crippling form. 
I have collected the histories of a great many such 
cases in much detail, and as a result of their 
examination I feel justified in asserting that an 
inherited tendency to gout is almost always at 
the bottom of them. Of course the man’s sub¬ 
sequent life takes a large share in the final 
production of the disease, but the inheritance is 
the main point. In my experience gonorrhoeal 
rheumatism occurs almost exclusively in those 
who inherit gout. In this instance the man denies 
gonorrhoea, but we must remember he has been 
working in lead, and in an occupation which 
exposed him to cold and damp. You will remind 
me that I have elicited from him no facts as 
regards family history of gout. That is true, but 
the man very possibly does not know the whole 
of his family history, and his statements do not 
go further back than one generation. I have 
examined the history of so many cases of this 
kind that I feel justified in attaching very little 
importance indeed to negations of this kind. 

Let us ask next what can be done for the poor 
fellow, for he is, as you see, in great danger 
of becoming a permanent cripple. His malady 
is aggressive, and it is stiffening one joint after 
another. If it were possible to prescribe just 
what one would like to do, I would in the first 


place send him out of England to some dry warm 
climate, at considerable elevation. England is the 
home of rheumatic gout; no place beats it ex¬ 
cepting Ireland. Next, were it practicable I would 
advise the man to live in a wooden house. That 
he should be clothed in flannel is obvious, and 
that he should abstain from malt liquor is equally 
so. He ought not, however, to allow his strength 
to be reduced, and whilst insisting upon an abun¬ 
dant supply of green vegetables, I would allow 
him mutton and fish. Tonics such as quinine and 
nux vomica will always suit, and he may take a 
little stimulant in the form of spirit. As to local 
treatment of the joints, efficient counter irritation, 
the application of heat, moist or dry, the use of 
the capsicum-pack and of the Droitwich salt-pack 
are all measures of great importance. Of the 
most important which I have mentioned, I fear, 
however, that it must be admitted that they are 
unattainable, and that the prognosis, under the 
ordinary conditions of life in England, for men 
of his class, is a gloomy one. 


Double Facial Paralysis with Absolute 
Deafness. 

The subject of this case is a woman who is an 
inmate of the Cleveland Street Sick Asylum, and 
who has frequently been, both in the London 
Hospital and in the Queen’s Square Hospital, 
under the observation of Dr. Hughlings Jackson. 
She is absolutely deaf, and the facial nerve on 
both sides is paralysed in its whole distribution. 
The drooping of her lower eyelids, and her ex¬ 
pressionless face, are fairly well shown in the 
accompanying wood-cut Although from her 
aspect she might be supposed to be half-idiotic, 
she is of more than average intelligence, and can 
carry on a rapid conversation in writing. She is a 
widow, and no definite facts can be obtained as to 
the history of syphilis. She is not the subject of 
any other form of nervous disorder. Her deafness 
and facial paralysis are believed to have been 
developed almost simultaneously about two or 
three years ago. She has since suffered from 
swellings on the head of a very suspicious cha¬ 
racter, but not quite certainly periosteal. She is 
wholly unable to shut her eyes, or to accomplish 
any movement of her lips. None of the ocular 
muscles are in any way affected. 

Comments . I have seen this patient on a former 
occasion at the Cleveland Street Sick Asylum, and 
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have indeed given there a post-graduate lecture 
upon her case. On that occasion, I had the 
advantage of a conference with Dr. Hughlings 
Jackson, under whose observation she has been 
more or less for the last two years. Dr. Jackson 
told me that none of the muscles supplied by the 
portio dura showed any reaction to the faradic 
current, and it is to be feared that there is now but 
little hope that any improvement will take place. 
It is needless to say that iodide of potassium and 
other specifics have been fully tried. Dr. Jackson 
agrees with me in believing that although conclu- 


have I ever seen a case in which the paralysis, even 
of one side, was permanent. I have, however, 
seen several in which deafness and facial paralysis 
went together, and in some of these deafness was 
absolute and permanent, whilst the paralysis of the 
motor nerve was recovered from. It must be 
remembered, however, as regards recovery in these 
cases, that they were seen early, and that efficient 
treatment was promptly adopted. In the present 
case it is very possible that the poor woman had 
in the first instance little or no treatment. 

As regards the location of the disease, there 



sive evidence is wanting, the probability is very 
strong that the case is one of syphilis. The 
swellings on the head have been very peculiar, and 
have resembled rather solid oedema of the scalp 
than positive nodes. They have now for the most 
part disappeared. Amongst the reasons which 
incline us to give a diagnosis of syphilis are, that 
the case has its parallels almost solely in others 
which have been proved to be of that nature. I 
may admit that I have never myself seen double 
facial paralysis in connection with syphilis, nor 


can probably be but little doubt that it is in 
the temporal bone. In this bone the organ of 
hearing is lodged, and through its substance the 
facial nerve has to find its way. Nowhere else do 
the portio dura and the auditory nerve come into 
such relations that it would be possible for disease 
to affect them and them only. It is quite certain 
that the paralysis of the portio dura is not due to 
central changes, for muscles are affected which 
receive their supply from the trunk of this nerve, 
but not from its central origin. The completeness 
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of the paralysis is quite different from that which 
occurs in hemiplegia, and is exactly similar to that 
seen in what is called Bell’s paralysis, which is 
consequent upon pressure upon the nerve trunk. 
We may assume, then, that there has been inflam¬ 
mation of the middle and internal ear, destroying 
the auditory apparatus, and by compression 
paralyzing the seventh nerve. Assuming the disease 
to have been syphilitic, it is probable that it has 
occurred not very long after the primary disease. 
Most of the examples of deafness and facial 
paralysis which I have seen in connection with 
syphilis have occurred comparatively early, 
within the second year. In several of these the 
deafness, as in this case, has been absolute and 
permanent. In some it has affected only one 
ear, but in several others it has been symmetrical. 
Its early occurrence of course fully explains its 
symmetry. We may believe that it maintains very 
much the same position in respect to syphilis that 
iritis and other inflammatory affections of the eye 
do. We know that iritis usually occurs either 
during or soon following the secondary eruption, 
and that it may sometimes affect one eye and 
sometimes both. We know also that we have a 
great many transitory attacks, and only a few 
severe and destructive ones. It would appear to 
be exactly the same in the case of the ear. 

Probably there are no cases which more definitely 
demand prompt and efficient treatment than those 
in which deafness is threatened in the course of 
syphilis. Unless the hearing be restored within a 
week or ten days, the patient will probably remain 
irremediably deaf. It is not difficult to conceive 
why it should be more easy to release the trunk of 
the seventh nerve from injurious pressure than to 
restore the delicate nervous apparatus in the 
internal ear. 


Excision of an Undescended Testis. 

The little specimen which I have to show you 
is the right testis of a boy of 13, in whom it had 
never left the inguinal canal. I was consulted in 
his case on account of the pain which it had 
caused him, and was assured that it had quite 
incapacitated him from all active exercise. It was 
easily felt in the canal, and never passed the 
external ring, or slipped upwards into the abdo¬ 
men. Its abnormal position had been recognised 
for several years, having been discovered on account 
of the boy’s complaints, and during this period no 
change in its position had been noticed. I advised 


that the boy should be put under an anaesthetic, 
and that we should then ascertain whether it were 
possible to draw the gland into the scrotum, or by 
any dissection to lengthen the cord. It was out of 
the question to*advise the wearing of any truss, for 
as I have said, the gland never escaped from the 
external ring, and the parts were so tender that the 
boy could not bear the slightest pressure. I 
obtained the father’s permission to remove the 
testis, should we find its replacement in the 
scrotum impracticable. When the boy was under 
ether, I found that we still could not press the 
testis through the ring, and the canal having been 
laid open, we found it still quite impracticable to 
draw the testis down. It appeared that the vas 
and other structures of the cord were too short. 
It was accordingly decided to remove the gland. 
The operation was performed by my son. The 
gland and its coverings were taken away, the cord 
was tied in two halves, and the ligatures having 
been cut short, the pillars of the ring were brought 
together by two stitches. We abstained from any 
examination as to whether the vaginal canal still 
communicated with the abdomen. Probably it did 
so. The gland, as you see, is a small organ, but 
otherwise in an apparently healthy condition. I 
do not know that it was much smaller than its well- 
descended fellow on the other side. The opinion 
which was somewhat hastily advanced by Hunter, 
that undescended testicles are usually atrophic and 
useless organs has long been discredited, but it is 
probably still true that they are seldom in full 
vigour. Possibly the want of development be¬ 
comes much more evident in the adult than it is 
in the child. As regards the surgery of these 
cases, I think it may be said that if, at the age of 
ten, the gland cannot be made to escape from the 
external ring, it is the best practice to remove it. 
There is little to be hoped, in such cases, from 
attempts at transplantation. In the present 
instance we could not draw it down at all, and 
had we not removed it we should have been 
obliged to leave it just where it was. Now, a 
testis in the canal is a source, not only of great 
inconvenience, but of danger in several directions. 
There is much risk of hernia, and, in more ad¬ 
vanced life, there is some danger that the gland 
may be the site of a new growth. If the patient 
have a sound testis on the other side he will lose 
but little by the removal of the misplaced one. 
I fully admit that if both testes be retained the 
case must be argued afresh, nor would I urge 
even in cases when the retention is only on one 
side, that extirpation should be resorted to if there 
be no inconvenience. In the majority of cases, 
however, as was the fact in the present one, a 
testis retained in the inguinal canal disables a boy 
from all the more enjoyable pursuits of youth, and 
under such circumstances I would unhesitatingly 
say that it had better be removed. 
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Gentlemen, —A few weeks ago I drew your 
attention to a case of optic neuritis of peculiar in- 
structiveness on account of its slight degree and 
unilateral character. One eye was normal, the 
other presented the least degree of definite 
neuritis on one half of the disc. Although the 
nature of its cause was uncertain, we could not 
doubt that the changes were due to an intra¬ 
cranial process. I may add that the condition 
has since undergone little change, sufficient to 
show no more than the fact that it is not 
stationary. 

To-day I wish to take an opportunity, although 
it is an imperfect opportunity, of presenting to you 
the features of a case of optic neuritis which stands 
at the other end of the scale. This, also, is due, 
without doubt, to intra-cranial disease; but instead 
of being slight in degree it is one of the most 
severe I have ever seen, indeed, it is, on the 
whole, the most severe I have seen. I am, 
therefore, unwilling to lose the opportunity of im¬ 
pressing on you the features of this important 
symptom in its extreme degree. Although the 
patient is before you, I am sorry that I cannot 
invite you to examine her as you examined the 
other patient. It may be practicable for you to 
come at some other time and look at her eyes, but 
she is enduring such severe paroxysms of pain that 
even movement down into this theatre is as much 
as it is right to subject her to. But I will tell you 
the salient facts of the case, and the mere sight of 
the patient will impress them upon you. 

She is a young woman, aged 22, who has lost a 
brother from consumption. Last June, seven 
months ago, she began to suffer from headache. It 
was at first slight, but quickly became severe; 
partly frontal, and partly occipital. Transient 
weakness of the left internal rectus was observed. 

Yon. YL Ho. 6. 


The headache and the diplopia led to an ophthal¬ 
moscopic examination, and the observer, a country 
practitioner, found, to his surprise, intense optic 
neuritis; so intense and considerable that it must 
have either developed with extreme rapidity or 
must have existed for some time before the head¬ 
ache began. The neuritis suggested a tumour, and 
she was treated with large doses of iodide of potas¬ 
sium. The common procedure, whenever there 
is reason to suspect an intra-cranial growth, is the 
administration of iodide of potassium, because a 
growth is sometimes due to syphilis. This treat¬ 
ment is adopted rightly when this cause is possible, 
but occasionally without adequate perception of 
the fact that it is impossible, although this fact, 
sometimes, be clearly discerned. The treatment 
increased her discomfort. I cannot say that it did 
her definite harm, yet you should know that 
this treatment may have, indirectly, disastrous 
results. The most intense optic neuritis, precisely 
like that of cerebral tumour, may be due to 
anaemia, at any rate to the chlorotic anaemia of 
girls. I have seen a case of such neuritis which 
was only discovered when sight had become 
gravely impaired, and then, although syphilis could 
be absolutely excluded, the case was treated with 
iodide of potassium until all sight had vanished. 
In the case referred to, I am certain that the 
prompt administration of iron, combined with 
perfect rest, would have secured the recovery 
of a fair degree of sight, if not of perfect vision. 
I have known cases in which, I am sure, sight 
has thus been saved. I mention rest, because, 
in what may be called a critical state of 
anaemia, it is of the utmost importance that the 
deficient haemoglobin should be saved for vital 
processes. In these cases, so different from per¬ 
nicious anaemia, the defect is in the haemoglobin, 
in the element that carries oxygen to the tissues. 
The first thing is to prevent the inadequate supply 
of oxygen being wasted in the release of energy 
from the muscles. Without adequate oxygen the 
machinery of life cannot be maintained in the 
needed power. The first essential is to save for 
this the oxygen it would waste in energy. That 
patient has now been for several years, and will 
be, as loog as she lives, absolutely blind. 
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Thus, you will perceive, that, while the ad¬ 
ministration of iodide of potassium cannot have, 
in such cases, much beneficial influence, and, 
probably, has none; it is not unimportant 
because it hinders the adoption of proper treat¬ 
ment. It is doing something, but this therapeutic 
refuge does not always illustrate the maxim that 
“ something is better than nothing.” It may be no 
worse than nothing, yet there may be another 
comparison—there may be something else which 
might be done, and which would save that 
which, to many, is more precious than life itself. 
If it is, in general, true that “ knowledge comes 
and wisdom lingers,” we must, alas, admit that 
knowledge is too slow of foot and is too long in 
spreading. That which is not often needed, not 
often enforced by observation, however simple it 
may be> however practical, seems to find no 
holding-place, and when urgent need arrives, it is 
not there. 

But this is “by the way.” We must leave it and 
come back to our patient’s history. Her medical 
history is somewhat of a blank for a time, 
save for the fact that her sight slowly failed. A 
month or six weeks ago she could just count 
fingers with one eye, but since then she has lost 
all perception of light. 

She now comes here with headache, paroxysmal, 
but most intense. Up to about three weeks ago, 
the headache had been but slight, but during the 
last three weeks it has become much more intense, 
although still paroxysmal, and it has been more 
prominently occipital, and more on the left side 
than on the right. During the paroxysms there 
has been a little retraction of the head. Once or 
twice vomiting has been associated with it, but 
vomiting has not been a conspicuous symptom. 
She is able to stand, but shows a little unsteadiness. 
There is a history of occasional slight attacks of 
subjective sensation of “numbness” in the left 
arm. There is no foot-clonus; the knee-jerk is 
excessive. There is not now any distinct difficulty 
in the movement of the eyes, or paralysis of any 
cranial nerves. 

With such a headache, combined with optic 
neuritis, it is impossible to doubt that she is the 
subject of an intra-cranial growth. These indica¬ 
tions are the more definite because the headache 
is occipital. Optic neuritis in anaemic girls may 
be associated with very severe headache, but this is 
general or is greatest in the front of the head. It 
is also more or less constant—not paroxysmal, as I 


in our patient Moreover, what is of great practical 
importance, there is no sign of definite anaemia, 
which, were this optic neuritis of anaemic origin, 
would unquestionably be conspicuous. 

You can see, even from a distance, the blind look 
of her eyes. You can see the large pupils which, I 
may say, do not act to light, and you can also see 
the slight retraction of the head. If, as we know, 
there is optic neuritis of great degree, the absence 
of reaction of the pupils becomes unimportant 
But if a patient has optic neuritis in very slight 
degree, insufficient to impair sight, the absence 
of any pupillary action would show conclusively 
more considerable morbid process in the optic 
nerves, or at the chiasma. Here the changes 
within the eye are ample to account for the loss of 
sight and of action of the pupil. 

It is to these changes that I desire to draw your 
attention. Although you cannot to-day observe 
them for yourselves, I am fortunate in being able 
to put before you two admirable drawings of the 
fundus, by Dr. Ridley (reproduced in the ac¬ 
companying figures). In the left eye you see a 
pale area not much bigger than the disc, soft 
edged, and distinctly prominent, as the curves of 
the vessels show, and as is also shown by the 
change in their central reflection. But there are 
also changes in the retina, white spots and flakes 
and streaks, not only around the macula lutea, but 
on the opposite side of the optic disc. Beyond the 
side of the papilla, which is away from the yellow 
spot, there is a conspicuous series of such flakes 
unusual as a consequence of neuritis. Note also 
that between that and the disc there is a curved 
line, lighter than adjacent fundus, concentric with 
the disc. Such a line is seen occasionally in cases 
in which the optic neuritis has been very much 
more extensive than at the time when it was ob¬ 
served. It is due to the swelling of the sub¬ 
stance of the papilla, which, pushing away the 
adjacent retina, has thrown it into a fold. You 
will find illustrations of the process in “ Medical 
Ophthalmoscopy.” I have seen two, or even 
three, such folds under the microscope. During 
the height of the inflammation they are incon¬ 
spicuous, but they remain when the process has 
subsided. We shall presently have to note their 
earlier stage. In consequence of the reflection of 
light from the convexity such folds appear as pale 
lines. 

This condition indicates a neuritis which has 
to a considerable extent subsided. At a previous 
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period the papilla no doubt presented very much 
the aspect which the other papilla now does. 
Although neuritis is usually double, it frequently 
develops somewhat earlier in one eye, and often 
reaches its greatest intensity in one eye sooner 
than in the other. So it is in this patient. 
'Hie one eye is in the stage of subsidence, while 
in the other the process is at its height. To this, 
as shown in the other figure, we will now turn. 

The appearance in the right eye in which the 
condition is in the acute stage is such as I have 
never seen before from intra-cranial disease. In¬ 
deed, I have never seen the like from any 


left eye to four diopters, and probably to six in 
the right. But the most remarkable feature is 
the extent of damage to the adjacent retina. I 
called your attention in the left eye to the white 
dots and flakes about the macula and on the other 
side of the papilla. The same are seen in the 
right eye, but in this they are arranged all round 
the macula lutea in a double range and also 
around most of the circumference of the disc. 
On the side opposite to the macula they extended 
beyond the area that could be brought into the 
figure.* 

In " Medical Ophthalmoscopy” you will find a 



Severe Optic Neuritis, with Secondary Retinal Changes. (From Drawings by Dr. Ridley.) 

Fig. 1. Left Eye. A soft-edged papillitic swelling Fig. 2 . Right Eye. Wide papillitic swelling, with ex- 
(too pale and sharp in the figure), tne prominence of tensive changes on the retina (see text). This in the figure 
which is shown by the curves of the vessels, and their is not pale enough in tint; it was chiefly due to oedema (see 

reflections. Descending the slope of the swelling, they Postscript ). 

are then partly obscured by the swollen retina into 
which they pass. 


cause; I have never seen such extensive damage 
to the retina in any other case of primary papil¬ 
litis, such as this undoubtedly is. In the position 
of the papilla is a wide prominence four times * 
the width of the normal optic disc. (The photo¬ 
graphic reproduction has rendered the swelling 
too dark). You will notice that its soft edge is 
broken by radiations, at which the whitish tissue 
extends further on the retina. It amounts in the 

• The gradation of the edge of the right neuritic swelling 
is too sharp and the swelling is too white in the figure, 
which is, indeed, a very inadequate reproduction of the 
excellent drawing of Dr. Ridley. The actual diameter of 
the disc would not be more than three-quarters of that of 
the pale area. 


figure of a case of intense optic neuritis which had 
involved the retina to as wide an extent in the 
active process, as it is here involved in the inflam¬ 
matory swelling, but the drawing was made after 
the subsidence of the inflammation. Around the 
macula, white spots and flakes were left, very 
nearly the same as those shown in the drawing of 
the right eye of this patient. The figure in u Medi¬ 
cal Ophthalmoscopy” is from a case of optic 
neuritis due to anaemia, not to an intra-cranial 


• An important paper on the relation of these flakes to 
le structure of the retina and to oedema, by my colleague, 
Ir. Marcus Gunn, will be found in the “ Trans, of the 8th 
>phth. Congress,” 1884, p. 77. 
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cause; it was primarily an inflammation of the 
papilla and not of the retina, but involving the 
retina secondarily. 

The fact that these changes in the retina 
resemble those of albuminuric retinitis is one of 
very great practical importance. A case such as 
this, in which each eye presents a subsiding 
neuritis, with changes about the macula lutea of 
this character, may accompany symptoms of intra¬ 
cranial tumour which are not decisive, and there 
may be also some albumen in the urine. You 
can imagine how difficult it would be in such a 
case, to decide whether the changes were due to 
kidney disease or were the result of previous intense 
neuritis from an intra-cranial cause. The difficulty 
is not hypothetical. I have met with the combina¬ 
tion and with this difficulty, especially in young 
women and in children. The albuminuria has 
been slight; there has been no evidence in the 
urine or elsewhere, of structural kidney disease, 
and there have been symptoms of intra-cranial 
tumour, suggestive though not conclusive. But in 
the cases in which the retinal changes are secondary 
the papilla always presents the features which 
indicate a considerable previous inflammation. 
Knowing that such neuritis will lead to these 
changes you should have no difficulty. It is only 
when the neuritis is slight, and there is no great 
amount of new tissue in the papilla that albu¬ 
minuric retinitis should be thought of. 

But there is another side to this question. 
Albuminuria may cause neuritis and not retinitis. 
It may cause limited optic neuritis, in which there 
may be not only changes in the retina that are so 
slight that you have to look for them most closely 
by the direct method, but in which there may be 
no changes whatever in the retina—a simple optic 
neuritis, never anything like so intense as that 
which is seen here, but which may still be 
considerable in degree. A further inconvenient 
fact for us, and probably a significant one, is that 
when an isolated optic neuritis is a consequence of 
renal disease, there is generally headache as a very 
pronounced symptom, so that the symptoms may be 
very equivocal in character. I remember having 
this fact impressed upon me at the beginning of my 
work with the ophthalmoscope in medicine. 

The case was seen when I was a student at 
University College Hospital, and first yielded 
to the fascination of the ophthalmoscope, which 
was then in its early days as regards its applica¬ 
tion to Medicine. The patient suffered from 


severe headache, and repeated convulsions. There 
was moderate but distinct optic neuritis, with no 
change whatever in the retina. I ventured to 
make a confident diagnosis of cerebral disease, 
but the post-mortem examination showed only 
granular kidneys. 

The last point of practical importance, suggested 
by the case we have considered is this:—In 
the remarkable series of surgical operations, which 
have been done here by Mr. Horsley, it has 
been found that, in cases of intra-cranial tumour, 
and in which nothing could be done to remove 
the tumour, trephining lessened the headache in 
a remarkable degree, and led to rapid subsidence 
of the optic neuritis. Special attention has been 
drawn to this fact by my colleague, Dr. James 
Taylor. This can only be explained on the 
assumption that a causal influence is removed by 
the operation in the diminution of the intra-cranial 
pressure. The significance of the fact as regards 
the mechanism by which optic neuritis is produced 
may be exaggerated. We know that great excess 
of intra-cranial pressure may exist without optic 
neuritis. It is probable that its influence is to 
intensify and prolong a neuritis that would other¬ 
wise be slight and brief.* 

But this raises the special question—which is, 
too, a somewhat new one—whether an operation 
in this case would be justified in the hope that it 
might induce a subsidence of the neuritis and save 
some sight, apart from any attempt to remove the 
tumour. For the latter purpose the question is 
beset with great difficulties. 

It is one of the cases in which the diagnosis 
can only be carried a certain point. In the 
first place, the pain, although it is to a small 
extent frontal, is chiefly occipital, and has a ten¬ 
dency to pass down the neck. This is generally 
an indication of subtentorial disease. But there 
is also some tenderness above the level of the ten¬ 
torium on percussion of the skull. Percussion of 
the skull is of some use in localizing disease. I 
do not, however, think that we have, at present, 
sufficient grounds to say whether the trouble is in 
the occipital lobe, or whether it may not be 
disease of the cerebellar hemisphere. The 
tenderness is so conspicuously greater on the left 
side than the right that it suggests a unilateral seat 
of the disease. If it were, in the occipital lobe, we 
should expect to have had a history of hemiopia 
before sight failed. Yet the history does not 

• See, however, added note. 
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permit us to assume that this was absent because 
its record is absent. In the next place, is there 
anj reason to get at the case, excluding glioma 
and tubercle? If there is a family history of 
phthisis; if the patient is in the first half of life; if 
the cause is neither very acute nor very chronic, 
tubercle is most probable. 

In conclusion, I desire to say one word on the 
practical question. Is there any chance of benefit 
from the operation of trephining ? 

The significance of the fact that trephining 
allows the optic neuritis to subside may be easily 
overrated. It seems to show that the increase of 
intra-cranial pressure is the cause. 

To put it shortly, I believe that intra-cranial 
pressure is a factor which intensifies the neuritis; 
you see its evidence in the swollen sheath behind 
the eye in most of these cases. But there may be 
optic neuritis without a swollen sheath,* and there 
may be intra-cranial pressure without optic neuritis. 
I remember a case, which shows to how great an 
extent intra-cranial pressure may exist without optic 
neuritis. Over the right hemisphere there was 
growing from the dura mater a sarcoma of the size 
of my fist The brain gave every evidence of 
compression. The patient had been in the 
hospital, where we had watched her. I was then 
Registrar, and I watched the case afterwards in 
one of the suburbs. The case is fixed in my mind, 
because I did something which afterwards alarmed 
me. The sun was shining in at the window 
towards which the head of her bed was placed. I 
used the sunlight for the ophthalmoscopic examina¬ 
tion, and I was afraid afterwards that the concen¬ 
tration of such a powerful light might have blistered 
the retina. But the patient died too soon to 
permit any effect to have been important. 

Intra-cranial pressure, however, may prevent the 
escape of the products of inflammation from the 
papilla, and perhaps may cause additional morbid 
material to reach the papilla from the meninges. 
It may thus intensify the optic neuritis. I will 
not say that it may not possibly excite it, but I 
believe the chief element of excitation is the 
passage down the nerve of slight interstitial in¬ 
flammatory changes. It is possible that, if there 
were no increased intra-cranial pressure, in a great 
many cases the optic neuritis thus produced, 
would be slight, and perhaps the cases in which 
trephining, by relieving the intra-cranial pressure, 
allows the neuritis to subside, are those in which, 

• See Postscript. 


without the increased intra-cranial pressure, the 
neuritis would already have subsided. But 
any good it can do must depend on what 
capacity for recovery remains in the fibres of the 
optic nerve. In optic neuritis, the nerve fibres 
may be damaged by propagation to them of 
inflammation, also by the interstitial contraction of 
the products of inflammation when these are abun¬ 
dant. At the beginning of subsidence, if there is 
but slight loss of sight, or even if there is none, 
vision may almost entirely fail during the subsi¬ 
dence, in consequence of the damage by the 
contraction of the inflammatory tissue between the 
fibres. If the neuritis has subsided almost to the 
level of the retina, and there is still some sight, it 
may be improved by the recovery of the functional 
power in fibres which are still continuous, although 
narrowed. But, if sight is gone before subsidence 
begins, it is certain that the subsidence will com¬ 
plete the destruction of any fibres that remain, and 
no appreciable recovery of sight is possible in such 
cases. 

In our patient, there is still in the right eye a 
little perception of light, but there is much con¬ 
traction of tissue still to go on, and I think that 
before that subsidence reaches the retina, sight 
will become extinct. 

Postscript .— The lecture is left as it was delivered, 
although many statements have been contradicted by the 
later facts of the case. But it is often useful thus to perceive 
such traversing of inference and fact, because it discloses the 
limits of our power of discerning that which is, and of fore¬ 
casting that which is to be. 

After the lecture was delivered, the extensive swelling in 
the right eye lessened with a rapidity that I have never 
before observed ; a difference could be perceived daily, and 
in a week the swelling was not wider than twice the diameter 
of the disc. The subsidence seems to show that the swelling 
was due to oedema in larger degree than I conceived. The 
part played by oedema has been illustrated in one of the 
microscopical figures in “ Medical Ophthalmoscopy," and 
the case gives increased support to Mr. Marcus Gunn’s 
inferences in the paper referred to. With this subsidence 
the headache became much less for several days. It then 
increased to more than its old intensity, although the sub¬ 
sidence of the neuritis continued. Trephining, postponed 
on account of the improvement, became compulsory. It 
will be remembered that the seat of the pain and its passage 
down the neck, with retraction of the head, pointed to 
subtentorial disease, but the tenderness to percussion was 
distinctly just above the tentorium on the left side. Mr. 
Horsley trephined below the tentorium at the left occipital 
bone, adopting the method he finds best, first to trephine, 
and in a subsequent operation to divide the dura mater. 
In this case he proposed, if he found no subtentorial disease, 
to divide the tentorium and explore above it. After the 
trephining, before the second operation that he intended 
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the patient died, with general convulsions, coma, and re¬ 
spiratory failure. After death an enormous cyst was found 
above the tentorium, in the left occipital lobe. It contained 
at least five ounces of clear pale fluid, and had pushed 
forward the ependyma lining the posterior horn of the lateral 
ventricle, from which it was completely shut off. There were 
no crystals of any kind in the fluid. 

To the eye the cyst seemed simple, no growth could be 
discerned. But such a simple cyst is almost unknown ; for 
a simple cyst to cause the symptoms of aggressive irritation 
is, I think, quite unknown. Microscopical examination of 
the wall, by our able pathologist, Dr. Colman, showed at 
one place, at the posterior part of the floor of the cyst, distinct 
evidence of a morbid growth. There was a layer about 
2mm. thick of sarcomatous tissue, consisting of uniform 
round cells, with abundant embryonic blood vessels. In 
several points the growth could be seen to be invading the 
white matter along the lines of the vessels. A considerable 
sized artery in the neighbourhood was completely throm¬ 
bosed, and there was marked hyaline degeneration of the 
blood capillaries in the vicinity of the growth. 

The chief practical lessons the case teaches are these : 
(l) That distinct local tenderness has relatively a very high 
localising value in cortical lesions. (2) That rapid subsidence 
of an unusually extreme swelling of the optic papilla, may 
not have the significance that is possessed by slower sub¬ 
sidence of moderate papillitis. Any initial hemianopia was 
not observed, and when the patient came under observation 
sight had failed too much for it to be found. 

Yet one other fact remains to be mentioned, of all, perhaps, 
the most anomalous. If ever the ophthalmoscopic changes 
suggested increased intra-cranial pressure, it was in this case. 
If ever a morbid process seemed capable of causing increase 
of intra-cranial pressure, it was in this case. Yet the con¬ 
dition within the eye, suggestive of the cause, subsided 
rapidly, while the cause remained, as far as could be afterwards 
discerned, unchanged. Lastly, the mechanism by which intra¬ 
cranial pressure seems to act is considered, on good ground, 
to be always revealed by the distension of the sheath of the 
optic nerve behind the eye—enlargement of the space con¬ 
tinuous with that beneath the arachnoid. In this case there 
was no distension of the sheath, and there was not the least 
evidence of past distension.—W. R. G. 


REMARKS ON CASES OF SLIGHT 
INJURY TO THE EYE. 

Delivered at St. Thomas’s Hospital, May 9, 1895, by 

J. B. LAWFORD, F.R.O.S., 

Ophthalmic Surgeon to the Hospital, and Lecturer on 
Ophthalmology in its Medical School. 


Gentlemen, —In this lecture, the first of the 
summer course, I propose to direct your attention 
to some of the slight injuries of the eye which we 
meet with in every-day practice, not only among 


hospital, but among private patients, and the 
treatment of which is, as a rule, briefly mentioned 
in books, but is very seldom dealt with at any 
length. There are many minor details in the 
management of these cases which you cannot ex¬ 
pect to find in books, which must be learnt by 
practical experience and by instruction such as I 
shall now try to give; and I need hardly remind 
you that success in the treatment of most surgical 
cases depends largely upon attention to detail. 
In to-day’s lecture I shall avoid all reference to 
severe injuries to the eye, which generally lead to 
permanent defect of sight, and often to loss of the 
eye. Many cases of slight injury to the eye, if 
seen early and carefully treated, recover without 
any appreciable damage to sight. 

I shall first speak of one of the most common 
of eye accidents, namely, the lodgment of foreign 
bodies on the surface of the eye , or upon the under 
(conjunctival) surface of the eyelids, especially of 
the upper lid. The nature of the foreign body 
will necessarily vary very much; often it is a 
cinder from a railway engine, or particles of dust, 
or small pieces of metal which fly off from the 
tools, or the metal (iron, copper, etc.) used by 
mechanics. Small particles from an emery-wheel 
very frequently enter the eyes of workmea If 
such foreign body be small, and strike the cornea, 
it seldom penetrates deeper than the anterior epi • 
thelium; occasionally it goes a little deeper, into 
the anterior layers of the true corneal substance. 
In other cases the foreign body lodges in the con¬ 
junctiva of the globe, and in others (and these are 
more common) in the conjunctiva of the lid, 
usually of the upper lid, from which these small 
particles often work their way to the retrotarsai 
folds of conjunctiva, *>., the loose conjunctival 
tissue, occupying the sulcus between the lid and 
the globe. The symptoms of the presence of a 
foreign body in the cornea, or beneath the lid, if 
it rub on the cornea, are generally well marked. 
The amount of pain complained of is much 
greater than would be expected from such a 
minute source. The patient will often localize the 
pain, and the part indicated is usually the situa¬ 
tion of the foreign body; this is more commonly 
the case when the irritant is on the surface of the 
lid than when on the cornea. If the foreign body 
is in the cornea the eye soon becomes injected, 
and the injection is of the ciliary type, *•*., dilata¬ 
tion of the deep vessels immediately around the 
cornea. These vessels are branches of the ante- 
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rior perforating ciliary vessels, which pass through 
the sclerotic into the ciliary body; the branches 
referred to run forward in the sub-conjunctival 
tissue, and help to form a circumcomeal plexus, 
which is usually invisible in health, but becomes 
visible under conditions which lead to congestion 
of the anterior parts of the eye, viz., the cornea 
and iris. Then the eye becomes photophobic— 
the patient shirks the light, and very often there 
is marked lacrimation. If the foreign body is on 
the cornea, and is allowed to remain there, the 
congestion becomes more marked, and the pupil 
becomes contracted. A patient who has a slightly 
congested eye, which is watery and photophobic, 
and has a narrower pupil than its fellow, such 
symptoms having been present for a few hours, or 
perhaps a day or two, very probably has a foreign 
body in or on his cornea. The contraction of the 
pupil I have mentioned is termed congestion 
ntyosis, and is due to the increased vascularity of 
the iris and its consequent encroachment on the 
area of the pupil 

On examining the eye carefully you will find a 
small opaque, usually black, speck somewhere on 
the cornea, surrounded by perfectly transparent 
comeal tissue. Sometimes such specks are 
difficult to see, unless against a background which 
is of lighter colour. If the foreign body is on the 
centre of the cornea and the background is the 
black pupil, you may only be able to see it by 
getting the patient to move the eye upwards and 
downwards, or to one side, so as to obtain the 
iris as a background. If the foreign substance be 
allowed to remain for some hours, or a day or two, 
the conditions will be found to have altered con¬ 
siderably. You will then see around the foreign 
body a narrow grey areola, and very likely beyond 
that an area of slight grey haze. These signs 
indicate that the corneal epithelium surrounding 
the foreign body is becoming necrotic; and if this 
process continues the foreign body will eventually 
be undermined by ulceration, and in that way will 
be shed. This is nature’s way of getting rid of 
the foreign matter, for when once the body is 
loosened in its bed the movements of the lid dis¬ 
place it or the tears wash it away. 

If a foreign body in the epithelium of the 
cornea is removed soon, and even in some cases 
if the removal is not effected until the conditions 
I have just described have ensued, there will be 
no scar remaining; the epithelium will re-form 
and be as transparent as it was originally. But if 


decided inflammatory conditions ensue the true 
corneal tissue beneath the foreign body becomes 
infiltrated, and possibly ulcerates; and as a result 
of this there must necessarily be a more or less 
opaque scar. Hence the importance of removing 
a foreign body as soon as possible after it has 
become embedded in the cornea. 

The removal of foreign bodies from the cornea, 
except in children or very nervous individuals, 
will be found a comparatively easy matter, in 
former days, before we had the advantage of the 
local anaesthesia produced by cocaine, it was less 
easy; general anaesthesia was more frequently 
necessary. 

A few words as to the modus operands: Let 
the patient sit in a chair, the surgeon standing 
behind. Drop a few drops of a two per cent 
solution of hydrochlorate of cocaine (or a five per 
cent solution when the eye is very congested, 
and irritable) into the conjunctival sac, and wait 
for two or three minutes, till the surface of the eye 
becomes anaesthetic. The eyelids must be held 
open by two fingers of one hand, and I will 
show you how this can be done most effectively. 
Avoid trying to control the ejelids by placing 
your fingers on the skin surface of the upper and 
lower lids; you will be unable in this way to pre¬ 
vent the patient from forcibly closing his eye, just 
at the critical moment perhaps. You should place 
the tip of one finger against the free edge of 
each eyelid, with the tip resting also against the con¬ 
junctiva of the globe; this produces no irritation 
to a cocainized eye, and has the further advantage 
of enabling you to control, to a certain extent, the 
movements of the eyeball, by slight pressure, as 
well as those of the lids. Having done this, 
remove the body by a blunt spud, or by a sharp 
needle, such as I show you. The former is gene¬ 
rally preferable, especially in the hands of those 
who are not very adept at such procedures, for 
with it there is no danger of puncturing the deeper 
structures. Whether the spud or needle be used, 
the point should be passed under the foreign body 
and the latter picked out. If the body is firmly 
embedded, and is friable, you will have to remove 
it in fragments. Metal chips will usually come 
away entire, but a cinder may break up and give 
much more trouble in removal. Assistance is 
often needed in these little operations, and plenty 
of light. In such circumstances put the patient 
near a gas lamp or electric light, and have the 
rays focussed on to the cornea by means of a 
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convex lens. In children a general anaesthetic 
should be employed; nitrous oxide is often 
adequate for the purpose, and allows sufficient 
time for the operation, and the after effects are, of 
course, less unpleasant than those of ether or 
chloroform. If the foreign body happens to be 
iron or steel (and this frequently does happen in 
hospital cases) the electro-magnet may be of ser¬ 
vice in removing it; but if the chip be firmly 
embedded in the cornea it will not be moved by a 
magnet, and you must resort to the spud or needle. 
After the removal of the foreign body, the eye 
should be tied up with a pad and bandage, and kept 
so protected until the epithelium has re-formed. 
Atropine in the form of a i per cent, ointment in 
vaseline, or a i per cent, solution, is generally 
applied, and is useful in relieving and controlling 
the congestion of the iris, so often present. If 
the foreign body has been embedded for twenty- 
four hours or longer, and there is surrounding 
infiltration, and perhaps some ulceration of the 
cornea, you should use some antiseptic applica¬ 
tion, snch as perchloride of mercury lotion (i in 
3000 or 4000), or an ointment containing iodo¬ 
form, or some similar preparation. A useful oint¬ 
ment, which I frequently prescribe, is one made 
with iodoform (the amorphous powder) and atro¬ 
pine, as in this formula:— 

R Iodoform (amorphous) 3ss 

Atropine (alkaloid) ... gr.i to ij 

Vaseline . Jss 

The disadvantage of the use of atropine, or other 
mydriatic, is that the dilatation of the pupil and 
paralysis of the accommodation induced last for 
ten days or longer, but that is a comparatively 
trifling disadvantage if the eye subsequently shows 
no trace of the accident. 

When the foreign body is beneath the upper 
eyelid, all that is needed is to evert the lid, and 
remove the body. To enable you to do this, as I 
shall show you, the patient must look downwards ; 
when the eye is rotated down the upper lid follows 
it and becomes extended and lax, and can then 
easily be everted; when the eye is rolled upwards 
the levator palpebrae contracts, and draws the lid 
up under the frontal margin of the orbit, and it is 
then almost impossible to evert it. This eversion 
can best be performed, by beginners, by using a 
probe, or narrow spud handle, which is placed on 
the surface of the upper lid, and the lid rolled over 
it by taking hold of the eyelashes with your other 
hand. After a little practice, it is easier to do this 


with merely the forefinger and thumb of one hand. 
In all cases of foreign bodies on the cornea, it is 
wise to examine the under surface of the upper lid, 
because, sometimes a particle of dust, etc., will be 
found there as well as on the cornea. 

When foreign bodies penetrate the ocular con¬ 
junctiva, they give rise to very few symptoms; they 
rapidly become covered by conjunctiva, and fre¬ 
quently remain there quietly for a long time. If die 
case is seen early enough, there is no difficulty in 
removing the body, except that sometimes the 
bleeding, which occurs when the conjunctiva is 
touched with a needle, may obscure the foreign 
body if it be very minute. The great pain ex¬ 
perienced when the body lodges on the upper lid is 
due to the fact that every movement of the lid in 
winking rubs the sharp particle over the sensitive 
corneal epithelium. 

Abrasions of the cornea occur very frequently, 
and though generally trivial, sometimes lead to 
very serious results. They are caused in many 
ways, which I need not now specify. One of the 
most frequent is a scratch by a child’s finger-nail; 
you will therefore understand why this accident 
happens to women more frequently than to men. 
Abrasion of the cornea means that a small area of 
epithelium is scraped off—sometimes a large por¬ 
tion—with the result that symptoms ensue very 
similar to, but usually more severe than those I 
mentioned as caused by foreign bodies on the 
cornea. The eye becomes injected, photophobic, 
and watery, the pupil becomes contracted, and the 
patient suffers severe pain ; the pain resulting from 
an abraded cornea is sometimes very acute. The 
reason of this is not far to seek; the corneal 
epithelium is very abundantly supplied with a 
terminal nerve-plexus, and exposure of these nerve 
ends is one of the results of the abrasion. The 
abraded surface is constantly rubbed by the eyelid 
in its movements, so that every wink produces 
pain. If the case comes under observation early, 
before the wounded surface has become at all hazy, 
an abrasion of the cornea may be very difficult to 
see. The best plan is to place the patient facing 
a window, and carefully observe the reflection of the 
window in the cornea. As the eye is moved about, 
you will find that at one part of the cornea 
the image of the window is broken and irre¬ 
gular; then by using a lens and gas light, 
you will be able to illuminate this area. The 
thickness of the epithelium is of course very slight, 
consequently the depth of the abrasion is almost 
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microscopical. If 70u do not see the patient until 
sometime after the injury, the abraded surface will 
very probably have become more or less opaque; 
there is then no difficulty in discerning the 
condition' 

The majority of these cases in which the corneal 
substance itself is uninjured, heal without leaving 
the cornea any the worse, that is to say, there is 
no resulting opacity, and vision is not interfered 
with. This is the case when early and suitable 
treatment is adopted, but if much time is allowed 
to elapse before treatment is begun, they often 
drag on a troublesome course, and sometimes lead 
to serious damage to the cornea from deep exten¬ 
sion of inflammation and a permanently opaque 
cicatrix* 

The treatment of the condition just described is 
very simple, and consists mainly in protecting the 
abraded surface until the epithelium shall have 
re-formed. This protection can be afforded by 
binding the eye up carefully with a pad of cotton¬ 
wool and a bandage, so as to prevent the lids from 
rubbing over the abraded surface, and to prevent 
the impact of foreign particles upon it. In addition 
it is generally advisable to apply some oily sub¬ 
stance which will form a smooth film over the 
cornea, and diminish friction. The pain of an 
abrasion can be quickly though temporarily allayed 
by the application of a 2 per cent, or 4 per cent, 
solution of cocaine. You should also use a 
mydriatic. Atropine may be used in solution, or 
as an ointment, or may be included in oily pre¬ 
parations' It is of use in keeping the intra-ocular 
muscles (the ciliary and iris muscles) at rest; and 
as there is always a congested irritable condition 
of the iris, control of its action by atropine affords 
considerable relief to the patient Castor oil has 
been much recommended as a convenient and 
useful application in these cases, chiefly because it 
is a viscid preparation and is usually at hand; it is, 
however, a rather painful application when put into 
the conjunctival sac (of this you can easily con¬ 
vince yourselves), and is better used with cocaine. 
The alkaloid cocaine is soluble in oils, so that 
preparations of castor oil and cocaine of varying 
strength can be made, though a 1 per cent, or 2 
per cent solution is generally used. Or cocaine 
solution can be applied, and afterwards the castor 
oiL You may use instead a vaseline ointment, 
containing atropine and cocaine (1 per cent 
atropine, 2 per cent cocaine), of which a small 
portion is placed inside the lids, and the eye 


carefully tied up. This ointment I use in such 
cases more frequently than. any other preparation. 
As a rule it is advisable to use a mydriatic for two 
or three days, keeping the eye tied up until all pain 
and redness have disappeared. It is a matter of 
experience that these cases recover more rapidly 
when atropine or other mydriatic is used than 
without it, even though the eye be kept perfectly 
quiet. As I have mentioned, the atropine paralyses 
the accommodation, and as this mil last for ten 
days or a fortnight, it is wise to inform your patient, 
so that he may not be needlessly alarmed at the 
dimness of sight. 

In healthy persons, abrasions of the cornea 
usually do well, and leave no scar, but in un¬ 
healthy people they are sometimes followed by 
serious keratitis, commencing at the seat of the 
wound, and extending over a large area of the 
cornea. The people specially liable to these 
abrasions from children's nails are mothers, and as 
they have not infrequently suffered in health from 
prolonged lactation, their tissues tolerate even 
slight injuries very badly. In such cases, there¬ 
fore, general treatment to improve the patient’s 
health is as important as local treatment. 

I have here notes of two cases of abrasion of 
cornea (both in males), in which the causation was 
identical, namely, a scratch from a child’s finger¬ 
nail. In one the left cornea was abraded on the 
evening of the 27th, and the patient came the 
next day. He then had all the symptoms I have 
mentioned. He was treated in the way I have 
described, the eye was tied up and the pupil 
atropised, and he was given an atropine ointment 
to apply three times a day. On the 31st, four 
days later, he was practically well. 

The other man received an abrasion on his 
right cornea, and I saw him the second day after 
the injury. He was in poor health, with very bad 
tissues. His other cornea had previously suffered 
from some form of keratitis. Though the abrasion 
for which I treated him was no worse than in the 


first case, he was under care for something like 
two months, at the end of which time he still had 
some opacity of his cornea, which, I fear, may be 
permanent. The abraded surface became covered 
over with epithelium, but beneath it there was 
corneal opacity, and at one time the condition 
of the eye was serious. Thus, you see, how 
different the results of similar injuries were in 


these two patients. One escaped with no damage 
to sight, the other recovered, but with a serious 
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defect of vision, very unfortunately, in the one 
good eye he possessed. 

Sometimes these cases suffer from a recurrence 
of ulceration in, I suppose I must call it the scar, 
or the area which was previously abraded. The 
case may do perfectly well, the scar become in¬ 
visible (transparent), and yet some months after¬ 
wards, for no obvious cause, perhaps, the epi¬ 
thelium at that part breaks down and undergoes a 
species of ulceration, and the symptoms are very 
similar to those met with in abrasions. They 
usually heal up again, without leaving any per¬ 
manent opacity. It is not improbable that Such 
recurrences are often due to slight injuries. 

- Laceration of the conjunctiva usually gives no 
trouble whatever. The conjunctiva is a very 
loose tissue, and is easily torn by accidental 
means. All that is needful is most cases is, after 
cleansing the wound, to carefully bring the edges 
together with one or two stitches, then tie the eye 
up; the wound will unite in a day or two. When 
such cases first come under notice you should 
endeavour to determine whether the wound is one 
of die conjunctiva only, or has gone more deeply 
into the sclerotic, or through the sclerotic into the 
interior of the eye. If the latter, the case at once 
becomes much more serious, especially as regards 
prognosis. Wounds of the conjunctiva of the 
globe cause alarm, but, as a rule, they do per¬ 
fectly well. Sub-conjunctival haemorrhage from 
wounds of or blows on the eye is alarming to the 
patient, because of the discoloration, but it gives 
no further trouble, its disappearance being merely 
a matter of time. 

Superficial burns of the eye may occur from fire, 
but burns of the eye itself from this cause are very 
uncommon. What usually happens is that the in¬ 
dividual shuts the eye quickly enough to protect 
it, and gets his eyelashes and eyebrows burnt, 
while the eye does not suffer. The more common 
cases are those in which the burns are caused by 
adds, such as nitric, hydrochloric, carbolic, and 
by lime. The immediate effect of a burn, either 
from add, lime, or hot metal, is to blanch the 
conjunctiva and cornea. The blanching of the 
conjunctiva is due to the fact that in the singeing 
of the tissue the small vessels of the conjunctiva 
become destroyed, or, at all events, temporarily 
emptied and shrunken. The result is a peculiar 
appearance like porcelain, partly the result of 
alteration in the conjunctiva, and partly the 
changed look of the sderotic seen through it. In 


burns of the cornea the whitened epithelium is 
soon shed. If the burn has not gone deeper, the 
epithelium is re-formed, and the cornea again be 
comes transparent When the corneal stroma has 
suffered, the resulting scar is generally very 
opaque. In superficial bums of the conjunctiva 
the blanching slowly gives place to increased 
vascularity; this lasts for a certain time, then 
gradually subsides, and the conjunctiva resumes 
its normal appearance. If the bum has been 
more severe, there is actual destruction of the 
conjunctiva, and the burned area will heal by 
granulation. This condition, however, is more 
than a slight injury, and I shall, therefore, not 
discuss it at this time. 

Now as to treatment. If you see these cases 
soon enough, the correct thing is to use some 
neutralising agent. For a lime bum a weak add, 
weak acetic add is suitable, and the domestic form 
of this—vinegar, is always convenient. For add 
bums, an alkali such as carbonate of 9oda may be 
used; and this can generally be easily obtained. 
Unfortunately we seldom see these cases until it is 
too late to think of neutralising agents. Then, 
first of all, apply cocaine, to relieve the pain, and 
assist you in your examination, then irrigate the 
conjunctival sac with warm water, or a weak aseptic 
solution, especially if it is a lime bum, to remove 
all foreign partides. Then you should apply an 
ointment containing atropine and cocaine, or an 
oily solution of these drugs, and tie the eye up care¬ 
fully with a pad and bandage, and keep the patient 
quiet. Sometimes for slight burns, especially if 
the skin of the lid is burned at the same time, the 
application of cold is grateful to the patient; but 
for the majority of cases this is not desirable, and 
is not liked For a severe burn, cold is contra¬ 
indicated, because nutrition is already suffidently 
interfered with. In bums of the cornea you should 
always be guarded in your prognosis, notwith¬ 
standing that you may think at the time that the 
epithelium alone is affected. 

One other point I wish to mention to-day, and I 
have reserved it till the conclusion of my remarks 
in order to emphasize it. It is to warn you what 
to avoid in injuries of the eye. Whether you know 
that the cornea is damaged or not, always avoid all 
applications containing lead. I say this emphati¬ 
cally, because I have over and over again seen 
cases in which this mistake has been made. I am 
sorry that such cases have occurred in our own 

casualty department, sometimes with lamentable 
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results. If lead is applied to a wounded cornea, 
a very opaque white deposit is formed on the 
abraded surface, and if this happens to be centrally 
situated, it materially interferes with vision. These 
lead deposits are often very difficult to get rid of. 
I have many times seen eyes which were very 
seriously damaged by such treatment; far more 
than they were by die injury. If the cornea is 
intact, lead lotions may be used with impunity, but 
die possibility of a slight wound existing without 
being detected, leads me to advise you to always 
eschew lead lotion or any preparation containing 
lead for every case of injury to the eyeball. 


A CLINICAL LECTURE 

ON 

A CASE OF TRUE ANTHRAX. 

Delivered at University College, Feb. 9, 1895, 

By ARTHUR E. BARKER, F.R.O.S., 

Professor of the Principles and Practice of Surgery at 
University College, and 
Surgeon to University College Hospital. 

Gentlemen, —We have had, within the last few 
days, an excellent opportunity of studying clinically 
a case of this very important, and, as far as the 
human subject is concerned, rather rare disease, 
and this appears a good opportunity for saying 
something about its pathology and treatment. The 
affection known as “ Char bon ” in France, “ Milz- 
brand ” in Germany, and “ Anthrax *’ in England, 
has been known from the very earliest times as a 
disease of catde, and appears to be the same as the 
“ Murrain ” of the ancients. It has also been re¬ 
cognized as identical with an affection of the lungs, 
known in recent years as “ wool-sorters* disease ” 
in this country, and has also received the name of 
“ splenic fever.” In some parts of the world enor¬ 
mous numbers of cattle are annually destroyed by 
this disease. Thus, in Siberia it is known as “ Si¬ 
berian plague,” and in France, Germany, Persia, and 
India terrible outbreaks occur from time to time, 
and carry off multitudes of cattle. In England it is 
less known among cattle, and has excited perhaps 
more attention as an affection of human beings 
than among beasts. Here it is usually an imported 
disease, being brought from infected districts 
abroad in the skins, hair, or wool of diseased 
animals, and even in rags. 


From these sources we occasionally see infection 
of brushmakers, tanners, harness-makers, and wool- 
sorters. It is then shown to be an intensely in¬ 
fectious malady, and is not only conveyed to man 
from contact with diseased animal tissues, but may 
even be carried about and inoculated by flies which 
have been feeding upon the latter. 

The first suggestions as to the true cause of the 
disease were made in 1864 and 1865, by Davaine, 
who had seen in 1850, in the blood of animals, 
the bacillus which is now so well known. This had 
also been seen in 1849, by Pollender, but its sig¬ 
nificance was first suggested by Davaine, whose 
views, like those of many other great discoverers, 
met at first with opposition and even ridicule. But 
since 1879, when Pasteur showed that a pure cul¬ 
tivation of this bacillus was capable of unerringly 
producing fatal anthrax, all doubt upon the point 
of etiology has ceased, and the organism has 
received, once for all, the name of B. anthracite . 

The study of the natural history of this bacillus 
has, perhaps, been more complete than that of any 
other micro-organism, and has led up to many im¬ 
portant investigations of a very wide range of use¬ 
fulness. It cannot, therefore, be followed too 
closely. But I shall here only give you a few 
leading facts in regard to it. 

The organism which produces the disease 
anthrax is a rod-shaped bacterium, 1 to i£ mm. x 
5 to 20 mm. in dimensions, growing out into long 
filaments on suitable soil. These threads are 
made up of rectangular segments, with ends 
slightly rounded in cultivations, but concave when 
seen in living tissues. 

In cultivations spores are seen to form within 
the rods in the form of granules, arranged regu¬ 
larly and enclosed in cellular envelopes. From 
the latter new rods are extended through the rup¬ 
tured envelope. 

The organism can be stained in a variety of 
ways with ease. In my own cases I have found 
the best method to be to leave sections or cover 
glass preparations for about five minutes in the 
common methyl violet solution, and then wash 
out most of the stain with absolute alcohol, clear 
with xylol, and imbed in Canada balsam. This 
was the method employed in these sections which 
I show you (figs. 1 and 2), and which I made ten 
years ago, and have had photographed. 

The organism is non-motile, which distinguishes 
it from the B. subtilis, somewhat closely resem¬ 


bling it. 
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Fig. 1 . 

Vertical section of infected skin under a lower power (a) collapsed 
vesicle. The bacilli form a dark layer over the apices of the papillae o 
the cutis (bb). 



Fig. 2. 


It develops between a temperature 
of 12 to 45 C. It is aerobic—that is, it 
only grows well in the presence of free 
oxygen. 

Spores also are only developed in 
the presence of free oxygen. They are 
said to be absent in the organisms 
found in living animals. But this was 
not true of the case under treatment, 
in which we found most of the bacilli 
sporing. After the death of infected 
animals spores form freely in their 
bodies, especially in the fluids which 
come in contact with the air. 

These spores may be kept for years 
in a dry state without losing their viru¬ 
lence, and resist, when diy, a tempera¬ 
ture of 140 C. for three hours (Koch). 
But they are destroyed by a moist heat 
of 100 C. in four minutes (Sternberg). 

The organism is pathogenic for cows, 
sheep, horses, guinea-pigs, and mice; 
white rats, dogs, and frogs are immune. 
Sparrows are vulnerable to it, but 
chickens are not 

With these facts before us, let us 
consider the case before us. 

Like most of the cases which occur 
from time to time in London, this 
man, a harness-maker, aged 30, was 
infected through the skin. Five days 
before admission to hospital (February 
5th) he had helped to flay a cow which 
had died of " inflammation." This 
animal was noted to have black spots 
in the lungs and spleen. The man 
worked with his sleeves down at the 
time, but had one or two excoriated 
spots on his right forearm. Among 
these he soon noticed a small itching 
spot, which rapidly developed a blister. 
The latter itched at first, and soon 
broke. It was surrounded with a red 


Section through a portion of skin deeply affecting and rising into 
vesicles (d), (a) epidermis (b) rete minosum, (c) hair sheath. In the 
vesicle (d) and hair sheath (c) large numbers of bacilli are to be seen. 


areola and much induration, and from 
it red lines extended up to the axilla, 
where he felt a large and tender gland. 


It grows well on agar, as you see in this tube, 
which you remember I inoculated on the admis¬ 
sion of the case now in my wards. It also grows 
pretty freely on nutrient gelatin, liquefying it; 
also on blood serum and potato, on which latter 
it forms a greyish white fur. 


At this time he began to feel ill and out of sorts, 
and had a rigor. At the spot where the vesicle rose 
and burst a black eschar soon formed, and in its turn 
was surrounded by clear and sanious vesicles, just 
as in my first case (fig. 3), and an increasing area 


of redness and induration 
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5th, he was seen in this condition by his medical 
man—Dr. Tomer, of Missenden—who at once 
recognized the gravity of the affection and sent 
him op to hospital. On the same morning his 
temperature was ioi°. On his arrival I was in no 
doubt as to the disease being true anthrax. I 
based the diagnosis on the appearance of the sore, 
consisting of a central black eschar, surrounded 
by vesicles and intense hardness, on the severe 
constitutional disturbance with rigors, and the his¬ 
tory of having five days before flayed a diseased 
cow. The fluid from the vesicles when stained in 
the usual way showed no organism to be sure, but 
this had been the case in another anthrax which 
presented identical characters, and which I re¬ 
moved ten years ago from a man’s neck. In the 
latter case—published in the “ Med. Clin. Trans¬ 
actions” for 1886—I demonstrated innumerable 
bacilli in sections of the skin which I had re¬ 
moved, and yet none could be found in the 
serum of the vesicles. This was the case of a 
brush-maker, aged 29, who had a sore on the neck 
of ten days standing identical in every way with 
the last Here, however, the induration was more 
wide-spread, reaching up over the angle of the 
jaw and down to the clavicle; and the constitu¬ 
tional disturbance was greater, the fever being 
higher and the face dusky and greasy. Frequent 
rigors had also been present, and he had hurried 
respiration. 

In the present case the treatment was precisely 
the same as in the first. I removed the portion 
of skin containing the malignant pustule by two 
curved incisions at about £ inch from the circlet 
of vesicles and reaching well into the subcutaneous 
fat. When cutting through the latter it was re¬ 
marked that the vessels were thrombosed, and as 
a consequence there was very little bleeding. The 
piece of skin removed was about the size of half-a- 
crown, and was much indurated and mottled on its 
under-surface by the thrombosed vessels. The 
wound was dusted with iodoform and dressed with 
alembroth gauze, without any attempt at drawing 
its edges together. I may say at once that already 
all his symptoms have improved and his fever is 
gone, and he is practically well except for the 
granulating wound (February 12th). 

A section through the pustule, on being scraped, 
showed countless bacilli anthracis in the juices. 
These were sporing freely. This agar tube, as 
you see, also shows a free growth of organisms, 
which, under the microscope, are seen to be a 


mixture of streptococci and bacilli anthracis. Sub¬ 
sequent sections of the skin showed many bacilH 
anthracis in the papillary layer (fig. 3). In these 
photographs (figs. 1 and 2) of drawings which I 
made from sections from my first case you see 



Fig. 3 . Rough sketch of vertical section of skin of natural 
size showing vesicles surrounding central dry black eschar. 

countless bacilli anthracis in an almost continuous 
layer lying in the rete over the apices of the 
papillae and in the vesicles, and extending also into 
the root-sheaths of the hair follicles. Very few are 
to be seen in the true dermis, and these are pro¬ 
bably carried there by the section knife. This 
arrangement probably accounts for the fact that 
removal of a limited portion of the skin round the 
“ malignant pustule ” has been sufficient to arrest 
the disease. The vast majority of the organisms 
are found locally under the vesicles and in them, 
and do not extend deeper. This is probably due 
to the fact of the microbe being aerobic. 

It is interesting to note that in neither of my 
cases did the piece of skin removed include all 
the indurated tissue. Far from it. In my first 
case the skin was as hard as a board for many 
inches beyond the incision. In neither, too, were 
there any definite internal complications. For 
though in the first case the patient was readmitted 
a week or two after discharge, on account of 
constipation and abdominal pain, this gave way 
to ordinaiy treatment and he was soon well. 

The virulence of the poison and the difficulty of 
destroying the spores of the bacillus, suggest at 
once the desirability of taking precautions that the 
carcase of this diseased cow shall be destroyed by 
fire at once and not buried. For it has been 
found that cattle grazing over ground in which 
beasts dying of this plague have been buried, are 
liable for years after to contract the disease, the 
earth-worms feeding near the carcase carrying the 
organism to the surface. 

We have no evidence to show in this case where 
the diseased cow had received the fatal poison, 
but it is almost certain that the patient inoculated 
the latter by scratching his arm with his own 
finger-nail after skinning the beast. 

[The patient left hospital for home on the eighth 
day quite well generally, and with only a super¬ 
ficial granulating wound at the seat of operation.] 
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NOTES OF CASES DEMONSTRATED 
AT THE CLINICAL MUSEUM, 

BY 

JONATHAN HUTCHINSON, F.R.S., KL.D. 


Senile Naevi and Papillomata. 

A man, aged 58, the subject of glycosuria for 
one year, was brought by Dr. Fletcher in order 
to illustrate the occurrence of multiple naevi in 
senility. His trunk, both on chest and back, 
showed a great number of little florid semi-globose 
tumours. Most were about the size of shots, but 
some nearly as large as peas. One of the largest, 
near the left nipple, was believed to have been 
congenital, but the others were asserted to be of 
recent development. Scattered amongst them were 
a great number of little sessile papillomata. 

Comments. I am glad to have the opportunity 
of showing this patient, for, although the facts 
illustrated are not rare, yet he affords us an excel¬ 
lent illustration of them. The integument in 
senile periods, and some which are a little pre- 
senile, is apt to display morbid conditions which 
we usually associate with youth. Amongst these are 
the development of naevi and of warts. With both 
of these, infants and young children are frequently 
affected. As age advances, however, they usually 
disappear. Naevi, it is to be admitted, not unfre- 
quently persist throughout life, but I do not think 
that they ever undergo any remarkable increase in 
number between the time of infancy and the 
approach in the individual of the conditions which 
depend upon senility. Then a sort of second 
childhood again ensues, and a patient whose 
skin has been clear through all the middle periods 
of life may have his face, neck and trunk spotted 
over with little naevi and papillomatous growths. 
Senile papillomatosis has been well illustrated in 
one of the plates in Neumann’s Atlas, and pro¬ 
bably in several others. I have myself had some 
drawings made to illustrate it. The occurrence of 
senile angiomata has, so far as I know, as yet re¬ 
ceived but little attention. It is, however, very 
common. We meet with these vascular dilata¬ 
tions in very various forms. Sometimes the naevi 
are chiefly venous, and of purple colour, producing 
on the face what has been called “the currant-bun 
complexion;” in others, however, they are very 
florid. Very often they are elevated and semi- 


globular, but a still more common condition of 
vascular disease in the aged is the dilatation of a 
leash of vessels presenting a web, like a little piece 
of red seaweed spread out on paper. You might, 
perhaps, suppose that the naevi which we have 
seen on our patient’s trunk have simply been 
overlooked by him during middle life, and are of 
congenital origin. In some sense this is, perhaps, 
true, for very possibly some anatomical pecu¬ 
liarity in the vessels, where the naevi now show 
themselves, was present at birth. That they have 
not been visible, however, and that the man is 
correct in bis statement that they have only quite 
recently developed, we need not doubt. The 
same statement is made by hundreds of elderly 
people, and concerning naevi in such conspicuous 
positions that they could not possibly have been 
overlooked. Although neither these papillary 
growths, nor the naevi accompanying them, are in 
themselves attended with any sort of danger, yet 
they are not wholly without their importance as 
symptoms. They are very often, in practice, seen 
to be the accompaniment of cancer, and I have no 
doubt that their occurrence does imply that sort 
of weakening of vital control over local processes, 
which may be suspected to be of the very essence 
of the cancerous modes of growth. In childhood 
local growth is extremely active, and sometimes 
gets beyond the control of that force which we 
must suppose to exist which maintains the balance 
of all parts for the good of the whole. In old age 
this latter power is probably much reduced, and 
thus, although that tending to local growth is far 
less than it was in youth, yet it not unfrequently 
gains the ascendancy. Hence we have senile 
freckles, senile papillomata, senile naevi, and all 
the various forms of innocent and malignant new 
growths. I am aware that I am speaking in very 
unscientific language, but I believe, nevertheless, 
that it fairly expresses the clinical fact. In extreme 
senility the power of local growth fails also to such 
an extent that the phenomena referred to are but 
very seldom met with. Cancer, for instance, is a 
disease of early senility, rather than of advanced 
old age. 

Naevi and papillomata of the kind which we 
have just been seeing are not of sufficient im¬ 
portance to need any definite treatment. They 
should, however, be carefully watched, and if any 
tendency to increase in size beyond a certain 
point be observed, they should be immediately 
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The Crateriform Ulcer. 

A thin old woman, aged 73, presents on her 
forehead an elevated mass almost as large as a 
halfpenny and a third of an inch in elevation. 
The skin around it is not in the least inflamed nor 
is it adherent to the bone. The edges of the 
growth are flohd and somewhat nodulated, but for 
the most part smooth. The middle of its surface 
is occupied by a thick, black scab, which, if re¬ 
moved, would disclose a hollow. The woman 
states that it began as a little spot about fifteen 
months ago and has been steadily increasing. 
She says that there has never been any open sore 
and that the crust in the middle has formed with¬ 
out any previous discharge. It has given her no 
pain. Her father, she says, died in old age of 
cancer of the lip. 

Comments . I am very much obliged to Dr. 
Stocker for allowing me the opportunity of demon¬ 
strating this patient. She affords one of the most 
definite examples of what I have named “the 
crateriform ulcer” which it would have been 
possible to bring before you. I have placed on 
the easel several portraits and photographs illus¬ 
trating this peculiar malady, and I am sure you 
will agree with me that they resemble each other 
very closely, and that they also represent very 
exactly what we have seen in the patient. Our 
present case differs a little from most of my 
previous ones in its duration. It has been some¬ 
what slower in progress, but this probably depends 
upon the patient 9 s age, for the older the patient, 
as a rule, the slower the growth. The disease is 
a form of epithelial cancer, taking its origin, I 
have little doubt, in glandular, and not in epi¬ 
dermic, structures. Its clinical history is wholly 
different from that of the rodent ulcer. It grows 
rather rapidly and presents a thick mass with a 
crater more or less deep in its centre. It never 
presents to us the low, semi-transparent rolled 
edge which is characteristic of rodent. If neg¬ 
lected I believe it usually causes the glands to en¬ 
large, and it develops so rapidly that it will bring 
about the patient’s death in from one to two years, 
whereas rodent usually takes twenty. Another 
point of extreme importance to the surgeon is 
that if liberally removed it does not return. Ro¬ 
dent, on die contrary, do what you will, almost 
invariably relapses. Some present may remember 
that I produced this patient about a month ago, 
and those who saw her then will, I think, confirm 


me in the impression that it has made considerable 
advance. Dr. Stocker is to excise the growth to¬ 
morrow. He has kindly promised to let me have 
it for microscopic examination. I will take care 
that you shall be informed of the result. 


Dupuytren’s Contraction of Palmar Fascia 
following an Injury. 

The subject of this case was a man aged about 
30. Its peculiarity was that the ring finger alone 
was affected, and that it was attributed to a severe 
bite from a dog. The bite had been followed by 
definite inflammation. The condition finally pro* 
duced, however, was typically that of Dupuytren’s 
contraction, and not of a scar. The finger was 
bent down into the palm, and there were strong, 
conspicuous bands of fascia which held it in posi¬ 
tion. The other hand was not affected. The 
patient gave a history of gout in the family, but he 
was not aware that any of his relatives had suffered 
from similar contractions. 

Comments . The peculiar condition known as 
Dupuytren’s contraction of palmar fascia, acknow¬ 
ledges, as do most other diseases, two sets of 
causes, the predisposing and the exciting. The 
predisposing cause is, I believe, usually the in¬ 
heritance of gouty tendencies, possibly emphasised 
by the inheritance also of tendency to this lesion in 
particular. It is one which often runs in families. 
The exciting cause is some form of local irritation 
or inj ury. Such usually are the employment of tools 
or playthings, the habitual use of a walking-stick, 
for instance. It is not very often that it follows 
the kind of injury described in this case (a severe 
bite followed by suppurative inflammation), yet I 
have never seen a more characteristic case. Our 
museum has recently been enriched by a gift from 
Mr. William Adams of a number of models 
illustrating almost all varieties of this singular 
affection. Some of these I now show you, in 
order that you may contrast them with our 
patient’s hand. The more ordinary condition 
is that in which both ring and little finger are 
affected, but Mr. Adams’ collection affords several 
in which, as in our patient, the ring finger alone 
suffered. 

It is needless that at the present day I should 
explain that the flexor tendons in these cases are 
not at fault. The appearances presented by the 
hand are, however, very deceptive. It looks 
exactly as if the tendon itself had “ started,” and 
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as if it were the prominent band which draws the 
finger down. These appearances deceived every¬ 
one before Dupuytren’s time, and have misled 
many a surgeon since. The anatomist will, how¬ 
ever, remember that it is practically impossible 
for the tendons to escape from the strong sheaths 
by which they are bound down in close relation 
with the bones. There they always remain, never 
“ starting ” in the least. The bands which are so 
deceptively like them are bands of the palmar 
aponeurosis which have become thickened, in¬ 
durated, and contracted. That such contraction 
and induration should be possible is a very inter¬ 
esting pathological fact. The disease is usually 
bilateral and symmetrical, but one hand almost 
always takes precedence of the other, and they 
are rarely affected with exactly equal severity. 
The disease is almost wholly restricted to males. 
Its treatment may be very successfully conducted 
by subcutaneous section of the contracting bands. 
This method was largely practised by Mr. Adams, 
and its excellent results are illustrated in many of 
the casts which he has given me. His practice 
was to introduce the tenotomy knife, which by the 
way should have a straight edge, many times at 
the same sitting. Sometimes ten, fifteen or twenty 
punctures were made. An apparatus for extension 
of the finger was fitted afterwards, and the operation 
repeated as often as was necessary. Some of Mr. 
Adams’ cases which were kept under observation 
for several years, showed no tendency to relapse. 

There is a very peculiar form of contraction, 
resembling that known as Dupuytren’s, which 
occurs to children. We had an opportunity of 
demonstrating an example of this some months 
ago. It may occur in either sex. I have been 
disposed to regard this as an evidence of inherited 
gout, and as having, therefore, an alliance with the 
form met with in adults, which is so much more 
common. Mr. Adams, however, who has had a 
much larger experience of it than I have, is 
unwilling to admit that there is any real connec¬ 
tion between the two. We will enter into detail 
on this question at some future time. 


Favus in an Infant. 

A young child was brought by Mr. G. W. Sequeira 
to illustrate the occurrence of favus. The patch 
was on the front of the left knee, and was about 
the size of a halfpenny. It was red and scaly, but 
the favus cup, which had been present in its centre 


when Mr. Sequeira first saw the patient, had been 
detached. There was no known history of con¬ 
tagion, but the child’s mother stated that there 
were many mice in the house, and that they smelt 
badly. The family resided in Whitechapel, but 
were of English descent. 

Comments . Favus in London practice is a rare 
disease, and this, I believe, is only the third 
example that I have had the opportunity of 
demonstrating here during the last two years. In 
one of the others, as some present may remember, 
the patch was, as in Mr. Sequeira’s case, a solitary 
one, and consisted, as in bis, of a scale-crusted 
area as big as a halfpenny, with a favus cup as big 
as a pea in its centre. I detached the latter in 
your presence, and there was then nothing left 
but just such a patch as we have seen in the 
present instance. In that instance the boy was, 
as is very usual, of Jewish descent. These cases 
of favus on the naked skin are not usually difficult 
to cure. All that is necessary is to remove the 
crusts and use some parasiticide. It is very 
different, however, if the disease is once allowed 
to gain access to the scalp, or if the nails become 
affected. We have in the museum some portraits 
showing the really terrible severity of the disease 
if by neglect it be allowed to get full possession 
of these parts. It is sometimes almost incurable 
and may even bring about the death of the patient. 


THERAPEUTICAL NOTE. 


Chronio Alcoholism. —Prof. Zdekauer recom¬ 
mends aqua chlori in this condition, especially if 
alcoholic gastritis is also present. He learnt the 
effects of the drug accidentally, so far as chronic 
alcoholism is concerned, having administered it in 
a case of gastric catarrh in a drunkard. His 
prescription was:— 

R Aqua chlori . 8 grams 

Decoc. althaea.165 „ 

Sacch. alb. 8 „ 

Sig.: A dessertspoonful every two or three 
hours. 

Under this treatment not only did the gastritis 
heal, but the appetite improved, the hypochondriac 
condition disappeared, and the patient was freed 
from the irresistible impulse to drink which had 
governed him for years. Prof. Z. had tried it in 
forty additional cases with excellent results. 

( Wiener . Med. Presu.) 
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1 CLINICAL LECTURE 

ON 

TWO CASES OF ACUTE INTES¬ 
TINAL OBSTRUCTION. 

Delivered at St. George’s Hospital, May 21, 1895, 
By T. PIOKERING PICK, 

Surgeon to the Hospital. 


Gentlemen, —On April 17 th, about six o’clock 
in the evening, I was summoned to the hospital to 
see a case of acute intestinal obstruction which 
had been admitted that day under the care of 
Dr. Whipham, 

I found the patient, Albert S., who stated that 
he was 55 years of age. He gave the following 
history of himself, and of bis illness. His mother 
died of phthisis. He has been a fairly temperate 
man all his life: “never been a heavy drinker.” 
When ten years old, he was ill with some affection 
of the abdomen, for which he was leeched; the 
illness lasted two months. For the last two weeks 
he has had pain in the region of the stomach about 
two hours after every meal; the pain has lasted 
about half an hour, and has then passed off. This 
pain has been getting worse, but has never caused 
or been followed by vomiting. He thinks he has 
lost flesh lately, especially during the last two 
weeks. On the 15th, two days before admission, 
his bowels acted well. On this day he went to 
bed feeling perfectly well, but awoke about mid¬ 
night with a violent pain in the epigastrium of a 
griping character, with which he had been sud¬ 
denly seized. He took some brandy but imme¬ 
diately vomited it, and therefore came at once to 
the hospital. He was given a dose of opium 
which he also vomited at once, and he was then 
injected with morphia. He refused to remain in 
the hospital and returned home, but got no relief 
to his pain, which continued throughout the night. 
On the morning of the day before admission he 
vomited again, independently of taking food; the 
vomited matter being described as green in colour. 
Since then he has been constantly sick. His 
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bowels have not acted since the 15 th, but he has 
passed a little flatus. 

When I saw him on the evening of the 17th, I 
found that he was a hale-looking old man. He 
complained of pain all over the belly, and did not 
refer it to any particular spot. There was, how¬ 
ever, more tenderness on palpation above and to 
the right of the umbilicus than in any other 
situation. The abdomen was uniformly distended 
and tympanitic, but the coils of the intestines did 
not show through the abdominal wall. The flanks 
were not particularly prominent nor resonant. 
There was post-sternal resonance about as high as 
the nipple line. Abdominal breathing was almost 
entirely absent. The expression of the man’s face 
was placid, and betokened no anxiety. The tongue 
was slightly coated, and inclined to dryness. The 
vomited matter was distinctly stercoraceous. The 
lungs were slightly emphysematous. The heart 
sounds were natural, but the apex beat was on a 
level with and a little internal to the left nipple. 
The pulse was compressible, the upstroke being 
sharp. The temperature was normal. 

I at once came to the conclusion that the 
patient was suffering from acute intestinal obstruc¬ 
tion : that the obstruction was in the small intestine, 
and that from the history of the attack when he 
was a boy, and the sudden onset of the symptoms, 
that it might probably turn out that the obstruction 
was due to a band. At all events it was clearly a 
case for immediate operation, and I had the 
patient at once taken to the operating theatre. 

After the patient had been anaesthetized, I made 
a small incision in the linea alba, below the um¬ 
bilicus. Immediately upon opening the peritoneal 
cavity I came down upon two coils of intestine— 
the one much distended, the other collapsed and 
empty. Upon tracing the latter upwards and to 
the left, I came upon a coil of intestine which was 
encircled by a thin cord, not thicker than a piece 
of thread. It was so thin that it did not seem 
worth while to ligature it, and it was therefore 
simply broken through. The liberated coil was 
now drawn down into the wound and examined. 
It was intensely congested and almost black in 
colour. At the point where it had been constricted 
there was a white line encircling the gut, but the 
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peritoneum was still intact. In the course of a 
second or two the gut began to recover its colour, 
as did also the white streak, which became pinkish. 
There was a small quantity of dark blood-stained 
serum in the peritoneal cavity, which was therefore 
irrigated with hot boracic solution and sponged 
out. The wound was closed, dressed, and the 
patient sent back to bed. 

I need not weary you with a recital of the after 
progress of the case. The man made an uninter¬ 
rupted recovery without a single untoward symp¬ 
tom, beyond a little bronchitis with which he was 
attacked on the fifth day after the operation. 

On the evening of the same day (April 17th) 
about 9 o’clock, I was again called to the hospital 
to a second case of intestinal obstruction. 

I found that the patient, a married woman aged 
37, had been admitted under the care of Dr. 
Whipham a few hours previously. There was no 
family history bearing on the case. The patient 
had suffered from small-pox as a child, but no 
history of any other illness could be obtained. 
She had all her life suffered more or less from 
constipation, but she did not appear to think that 
this had been worse lately. She had borne three 
children, all of whom were living, and she had 
never had any miscarriages. Up to April 12 th, 
five days before admission, she had felt perfectly 
well, and on the morning of this day her bowels 
had acted freely. On the morning of the 13th she 
awoke with a general pain all over the belly, 
which she was unable to localize in any one 
particular spot. Her bowels did not act, and she 
passed no wind. She remained in bed all day. 
On the following morning (14th) she tried to get 
up, but the pain was so bad that she was forced to 
return to bed. The abdomen now began to swell. On 
the 15th she vomited, the ejecta smelling “nasty.” 
Three enemata were administered in the course of 
the day, with the result that she passed some wind, 
but no motion. On the 16th she was still in great 
pain, and the abdomen had become more swollen. 
She again vomited once, the matter ejected 
“ smelling as if it had come the wrong way.” On 
the 17th the pain was still worse, and she felt 
utterly worn out by it and by the want of sleep, 
as she had had no sleep since she was attacked 
on the 13th. She was now brought to the 
hospital. 

When I saw her I found her in a very exhausted 
condition. She was perfectly conscious and an¬ 
swered questions rationally, but with difficulty and 


in a low tone. There was marked anxiety of 
expression. The pulse was quick, weak, and 
fluttering; the tongue was dry and coated at the 
edges. She complained of pain all over the ab¬ 
domen, which was enormously distended, the skin 
over it tense, and the coils of intestine visible 
through the abdominal wall. There was no peri¬ 
staltic movement to be seen; the whole abdomen 
was uniformly hyper-resonant. Both flanks were 
bulging and resonant. Nothing could be felt 
by the rectum, which was empty. She had not 
been sick since her admission, and therefore 
her vomit could not be inspected. She had 
passed about two ounces of water, which was high- 
coloured and loaded with lithates. 

She was at once removed to the operating 
theatre, and having been placed under the influence 
of an anaesthetic, the abdominal cavity was opened 
by an incision in the median line, below the 
umbilicus. Upon incising the peritoneum, the 
first thing which presented itself was an enormously 
distended caecum, which was certainly as big as an 
ordinary adult head, its coats were of extreme 
thinness, and in one place there was a rent in the 
peritoneum where it had evidently given way from 
tension. The whole of the rest of the large 
intestine was distended, though not to the same 
extent as the caecum. On following it round and 
introducing one’s hand deeply into the pelvis, 
following down the sigmoid flexure, which appeared 
to be looped on itself, a hard mass was felt in the 
bowel in Douglas’s pouch, just by the side of the 
lower end of the rectum. This lump was brought 
to the surface, and proved to be a new growth of 
extreme hardness, encircling and infiltrating the 
walls of the bowel for the extent of about an inch. 
This was clearly a malignant growth; and as no 
secondary growths could be felt elsewhere, it was 
determined to excise it. It was, therefore, drawn 
out of the abdominal wound, and hot sponges 
packed all around it in order to retain the rest of 
the intestine in the abdominal cavity, and to 
prevent soiling the peritoneum. This was only 
accomplished with great difficulty on account of the 
distended condition of the gut. A small canula 
was now introduced into the bowel just above the 
stricture, and a very large amount of air escaped, 
causing considerable diminution in the size of the 
intestine. The bowel was now clamped with 
india-rubber tubing, which was made to encircle it 
above and below the growth, and then fixed with 
clip forceps. The portion of intestine between the 
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two clamps, about four inches in length, was excised, 
together with a triangular portion of the meso¬ 
colon. The vessels having been secured, the 
largest-sized Murphy’s button available was intro¬ 
duced, fixed in position by a running thread 
through the intestine and the two parts of the button 
approximated. The meso-colon was sutured. The 
external wound was now closed, dressed, and the 
patient sent back to bed. 

She was somewhat collapsed after the opera¬ 
tion, and was ordered an enema of hot brandy 
and water. This was repeated once during the 
night. The next day (18th) she was found to 
have entirely lost her anxious expression, and 
stated that she felt comfortable and free from pain. 
She had passed a considerable amount of flatus, 
and her abdomen was not nearly so distended, and 
felt soft and flaccid. Her pulse was fuller and 
stronger, her tongue moister, her temperature nor¬ 
mal. On the 19th she was still comfortable and 
doing well. She was in no pain, and had passed 
wind, but no faeces. Her diet had simply consisted 
of clarified beef-tea, arrowroot, and two ounces of 
brandy in the twenty-four hours. On the following 
day (20th) she was not so well. She had passed 
a restless night and complained much of pain in 
the abdomen, and also of distension. The face 
was somewhat cyanosed, and there was an anxious 
expression of countenance. She had passed no 
wind since yesterday. The abdomen was again 
found to be much distended, the abdominal wall 
being tense and the abdomen universally tympa¬ 
nitic. It seemed quite evident that from some 
cause or other the Murphy’s button had become 
blocked, so that nothing could pass through it, and 
it seemed equally evident that if something were 
not speedily done to relieve her that she would 
die. I first of all introduced the tubular needle 
of an aspirator through the left loin into the de¬ 
scending colon in the hopes that I might draw off 
sufficient flatus to give her relief. Some little air 
did escape through the tube, but not sufficient to 
give her any relief. As it seemed that the 
symptoms of obstruction must be due to a block¬ 
ing of the button, and not to a paralysed condition 
of the gut, I determined to open the descending 
colon. This I did, performing an ordinary lum¬ 
bar colotomy. The gut was easily reached by the 
usual incision, and upon opening it a large amount 
of fluid faeces and wind escaped. The original 
wound in the linea alba was dressed previous to 
the operation, and guarded in such a way as to 


prevent its becoming contaminated by the colotomy 
wound. It looked perfectly quiet and natural. 

On the following day the patient expressed herself 
as feeling enormously relieved, and stated that she 
felt better than she had done since the commence¬ 
ment of her illness. She had passed a quiet night, 
and slept well. Her condition in all respects was 
satisfactory. Her countenance had lost its anxious 
look. The abdomen was soft and flaccid, and not 
tender on pressure. Her temperature was normal, 
and her tongue moist and clean. She expressed 
herself as able to take, and anxious to have, 
more food. She continued in the same condition 
throughout the following night, progressing in every 
respect in a satisfactory manner, and when the 
house-surgeon saw her on the morning of the 
22nd, about 9 o’clock, he saw nothing about her 
to excite his suspicions that anything was wrong. 
About noon he was called to her and found her 
complaining of great pain over the abdomen, and 
in a state of collapse, and she died very shortly 
afterwards. 

A post-mortem examination was made the next 
day, and upon opening the abdomen there was 
found to be evidence of recent peritonitis. The 
peritoneum had lost its shining glistening ap¬ 
pearance, and the intestines were injected and the 
coils adhering together. In the lower part of the 
peritoneal cavity there was a small quantity of 
fluid which looked like the contents of the 
intestinal tube. The caecum was still much 
distended, and its coats as thin as tissue paper. 
On its anterior aspect was a perforation the size of 
a sixpence, and on the mucous surface for a 
considerable area around this perforation, the 
lining membrane was in a sloughy condition. The 
sigmoid flexure was removed entire. It was found 
that the Murphy’s button was still tn situ, but the 
condition of the parts was not quite satisfactory, 
for the mucous membrane of the gut was ulcerated 
just beyond the point where it had been compressed 
by the margin of the button. So that it is pos¬ 
sible that a perforation might have taken place 
here if the patient had lived. In fact a perforation 
was actually found at this spot at the post-mortem 
examination, but it seemed probable that the 
serous coat was torn through in removing the gu», 
and that the perforation had not actually taken 
place during the life of the patient., furthermore, 
thg ^central* tube of -the bijiton; was* completely 
blocked by a mass of faeces. Upon removing this 
bypass i<* wa§found thac.tfre 'obstruction*had been 
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caused by one or two pieces of a membranous 
material, which looked like, and probably was, 
potato skin. This no doubt had been swallowed 
by the patient previously to her illness, and having 
passed out of her stomach undigested, had re¬ 
mained in the canal and been the cause of 
obstruction in the tube. 

And now, Gentlemen, what lessons can we 
learn from a consideration of these two cases. 
There is one fact which stands out very strongly. 
The one patient recovered, the other died. And 
why was this? Well, it is the old, old story, the 
lesson which I doubt not has been taught you over 
and over again, but which cannot be taught too 
often, which cannot be reiterated too frequently; 
it was delay that killed the one; it was prompt 
action which saved the other. I am glad to say 
that we had nothing to do with the delay which 
caused the death of the second case, for we 
operated within a very short time of her admission 
into the hospital. And I am thankful to say that 
this is now becoming the rule. Physicians and 
surgeons are becoming alive to the dangers of 
delay, and the necessity of immediate action. But 
it was not always so. At no very far distant period 
patients with intestinal obstruction were treated with 
opium and belladonna on the one hand, or with 
large doses of calomel on the other; they were 
treated with large enemata, and long tubes were 
passed up the rectum until they were almost in a 
moribund condition, and then they were handed 
over to the surgeon for operation, when it was too 
late. I cannot tell you how many cases of 
laparotomy I performed before I had my first 
successful case; but the history of one would be 
the history of all. They died because the 
operation was deferred too long. 

Let us contrast these two cases in this respect. 
The man’s strangulation probably took place about 
midnight on the 15th, and he was operated on at 
6 p.m. on the 17th, a period of forty-two hours. 
Yet, this time was sufficient to produce very 
marked effects, and it is absolutely certain that if 
the strangulation had been allowed to go on much 
longer a fatal issue would have resulted. When 
operated upon the gut was quite black from con¬ 
gestion. Where the band had constricted it, the 
gut was encircled by a white line, where the vessels 
had been compressed and all the blood had been 
driven out of:&eovaiid lrhe<e: pprfOratiDu; would 
have undoubtedly taken placeVeiy shortly ^and in 
the peritorjqpil oav^ty. yvasytjquantit^of bloody fluid. 


which had been exuded from the congested vessels. 
In the woman, the obstruction probably took place 
at some time on the night of the 12th, and she was 
operated upon on the 17 th, five whole days before 
the obstruction was relieved. It was this that 
killed her; for mark what she died of: not from 
the operation, either from shock immediately, or 
peritonitis consequent on the operation: not of the 
excision of a portion of the bowel: not even of the 
accidental blocking of the Murphy’s button, because 
of this she was relieved by the second operation, 
but by the giving way of the caecum, the over-dis¬ 
tended and thinned bowel—the over-distension and 
thinning of which had gradually been coming on 
during those five days of complete obstruction. 
So that there cannot be a question that the woman 
died in consequence of the delay in the operation, 
and there is every reason to think that if the 
operation had been performed earlier she would 
have had a much better chance of recovery. 

I do not apologise to you, Gentlemen, for 
bringing this very trite lesson before your notice, 
for it is a point which cannot be too strongly 
insisted upon. If you would save your patient 
who is suffering from acute intestinal obstruction 
you must operate early. I think it is quite 
possible that if you carry out this rule it may 
happen to some of you some day that you may 
perchance operate on a patient unnecessarily. 
That you may find when you have opened the 
abdomen that there is no obstruction. It may 
happen to one of you; it may happen to me. 
Well, if it does it will be a matter of profound 
regret. But I say this: I would sooner do this; I 
would sooner open a patient's abdomen un¬ 
necessarily than I would delay an operation too 
long and find that when I did operate I was too 
late. 

And now let me say a word upon the diagnosis 
of these two cases and compare and contrast the 
one with the other. In both there was acute in¬ 
testinal obstruction. This was evidenced by both 
patients being seized more or less suddenly with 
severe abdominal pain; the pain being colicky in 
its nature—more or less constant, but with ex¬ 
acerbations ; in both there was vomiting, copious 
and persistent; in both there was absolute con¬ 
stipation, and in both there was distension of the 
abdomen. But these symptoms differed in the two 
cases, especially as regards the distension and the 
vomiting. Let us consider these differences. The 
man’s belly was uniformly distended and tympanitic. 
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but the distension was not excessive. The coils of 
intestine did not show through the abdominal wall 
and there was no bulging or resonance in the 
flank. In the woman the distension was excessive, 
the coils of intestine could be plainly seen through 
the abdominal wall, and both flanks bulged out 
prominently and were hyper-resonant on per¬ 
cussion. What could we deduce from this ? 
Clearly that the obstruction was in the small in¬ 
testine in the man and in the large intestine in the 
woman. In the latter case the greater distension 
and especially the bulging and resonance in the 
flanks, proved that the large intestine was distended 
with flatus, and that, therefore, the obstruction was 
at the lower part of the large gut, either in the 
sigmoid flexure or the rectum. Whereas the 
absence of bulging and resonance in either flank 
in the man proved that the large intestine was 
empty and that the obstruction was in the small 
Intestine. 

The history and character of the vomit pointed 
m the same direction. In the man the vomiting 
came on a very few hours after the strangulation. 
As we have seen, the strangulation probably took 
place about midnight on the 15th, and he vomited 
early on the morning of the 16th, within six or 
seven hours of the occurrence of the strangulation. 
I have disregarded the vomiting which took place 
almost immediately after he was seized with the 
pain, and during which he rejected the brandy he 
had taken, and also the vomiting induced by his 
taking the opium, though they are important as 
showing that the stomach was already in an irritable 
condition. When once, however, he commenced 
to vomit on the morning of the 16th he continued 
to do so persistently, and quite independently of 
taking food or anything into his stomach, and the 
vomit very soon became stercoraceous. During 
the short time he was in the hospital, between the 
time of his admission and the time of the opera¬ 
tion, he vomited three times. In the woman the 
condition of things was very different. We have 
seen that the strangulation took place probably at 
some time during the night of the 12th, and she 
did not vomit for the first time till the morning of 
the 15th, and then she did not vomit again till the 
16th, after which she only vomited once or twice 
till the time of her admission, and during the two 
or three hours she was in the hospital before the 
operation she did not vomit at all. So that in the 
man the vomiting was one of the most prominent 
symptoms: in the woman it was not so, it was one 


of the least urgent. Now this pointed to the same 
conclusion as did the difference in the degree of 
distension of the abdomen. In the man the early 
persistent uncontrollable vomiting pointed to a 
strangulation pretty high up in the small intestine, 
whereas the less urgent and longer delayed vomit¬ 
ing in the woman pointed to an obstruction con¬ 
siderably lower down and probably in the large 
intestine. So that from a consideration of these 
facts we arrived at another stage in our diagnosis. 
As I have already said we had already come to 
the conclusion that both patients were suffering 
from acute intestinal obstruction; we could now 
assert that probably the obstruction in the man 
was somewhere about the middle of the small in¬ 
testine, somewhere about the junction of the je¬ 
junum and the ileum; not higher than this, for if 
it had been there would have been less distension. 
And that in the woman the obstruction was low 
down in the sigmoid flexure or the rectum. 

Thus far, in these cases, you can usually go; 
that is to say you can in most cases that come 
under your notice diagnose the fact that there is 
acute intestinal obstruction, if this condition is 
present, and you can generally pretty accurately 
make up your mind whether the obstruction is 
in the small or large intestine. But beyond this 
it is not often possible to do more than conjecture. 
Fortunately, however, a diagnosis beyond this 
point is not so absolutely essential: you have got 
sufficiently far to indicate your line of treatment, 
and to justify you at all events in making an ex¬ 
ploratory incision. Still, however, you can generally 
make a very shrewd guess at the cause of the 
obstruction, at all events in a large proportion of 


cases. 

Let us see what material we had in these two 
cases for forming an opinion. Taking the case of 
the man first: was the obstruction due to an 
internal hernia, that is to say, strangulation by a 
band or through an aperture, or was it due to a 
volvulus or twisting, or an intussusception, or a 
stricture, or obstruction by a tumour or foreign 
substance in the bowel ? Well, it was impossible 
to say with any certainty, but there was just one 
little point in the history which pointed to the 
probability of there being a band over which a 
knuckle of intestine had become looped and 
strangulated, and that was the account which the 
man gave of having, when a boy, suffered from 
some serious affection of the stomach, necessitating 
the application of leeches, and which therefore 
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was probably peritonitis, though it must be con¬ 
fessed that leeches were much more indiscrimin¬ 
ately used forty or fifty years ago than at the 
present day. Assuming, then, that the patient 
had had peritonitis as a child, it led to the con¬ 
jecture, and it was nothing more than this, that 
his symptoms might be due to strangulation from 
a band. Against this, however, it might be urged 
with perfect justice that his symptoms came on 
while he was lying quietly in bed; and in those | 
cases where the obstruction is due to the strangula¬ 
tion by a band the symptoms usually come on 
whilst the patient is making some muscular effort, 
such as straining at stool, lifting a heavy weight, and 
such like. Still, the point was sufficient to induce 
us to hazard a conjecture that a band might be the 
cause of the strangulation, though there were some 
symptoms which induced us to think that it might 
be a malignant stricture which had become sud¬ 
denly occluded; for instance, the age of the 
patient, the pain which he had suffered after taking 
food for some time previous to the attack, and 
the loss of flesh. He had not, however, the aspect 
of a man suffering from malignant disease. As 
our notes tell us: —“ He was a hale hearty looking 
man, with a good deal of colour in his face, and 
altogether presented the appearance of robust 
health.” Accordingly we operated in uncertainty 
as to what we should find as the cause of the 
obstruction; and this, as I have said, is what we 
often have to do. This certainly was the case 
with the woman, in whom I opened the abdomen 
in the greatest uncertainty as to what I should 
find. We had, as I have already pointed out, 
come to the conclusion that the obstruction in this 
case was in either the sigmoid flexure or the upper 
part of the rectum. Now, by far the most common 
cause of the obstruction in this situation is malig¬ 
nant disease; and of course our attention was at 
once directed to this point. But all her symptoms 
seemed to point away from this. The age of the 
patient, 37, was against it being malignant disease; 
it is not till the latter part of middle life or in old 
age that this disease usually declares itself. The 
appearance of the patient also negatived the hypo¬ 
thesis ; she was not a very robust woman, but she 
appeared to be fairly healthy-looking, and there 
was no history of her having recently lost flesh. 
Nor, indeed, was there any history such as one 
usually gets in cases of malignant disease, of 
obstruction, nor of constipation with diarrhoea, nor 
of passage of blood or mucus, nor of pain, nor 


finally of altered shape or size of the motions, 
though I regard this last as a most unimportant 
and fallacious sign. It is true the patient told us 
that she suffered from constipation; but this con¬ 
stipated habit had been her natural condition 
throughout life, and certainly had not been worse 
as far as she knew latterly. Then, again, an 
examination by the rectum gave negative results; 
nothing could be felt by the finger, so that at all 
events there was no malignant disease in the lower 
part of the rectum, the favourite site of the 
disease. It was impossible to ascertain anything 
by a bimanual examination or by palpation through 
the abdominal wall, on account of the distended 
state of the bowels. But I do not think even if 
there had not been this distension that we should 
have been able to have felt the tumour through 
the abdominal wall, for, as I have told you, it was 
situated deeply in the pelvic cavity. 

Another possible cause of the obstruction in 
this case might have been a cicatricial contraction 
—the result of former ulceration, either dysenteric 
or otherwise. But here again the history failed us 
entirely. There was no history of any dysenteric 
symptoms, nor of any diarrhoea, nor discharge of 
mucus or blood, nor any previous symptoms of 
stricture. We were, therefore, obliged to discard 
this hypothesis. 

Then, again, a third cause might have been 
a volvulus or twisting of the gut. The most 
common situation of this is in the sigmoid flexure, 
and the history of habitual constipation gave some 
probability to this view, because there is always a 
history of this in these cases. Volvulus does not 
take place unless the meso-colon is elongated, and 
this elongation is in most cases the result of long¬ 
standing constipation. But against its being 
volvulus were two or three important facts. This 
condition is much more common in the male than 
in the female—I believe in about the proportion 
of four to one. It rarely occurs before the age of 
40, the most common age being about 6o. The 
abdomen soon becomes rigid from the rapid 
supervention of peritonitis, which almost always 
sets in early in these cases. Finally, the great 
distension of the abdomen is always on the left 
side from the distension of the loop, and as a rule 
the coils of intestine are not visible through the 
abdominal wall Now, in our patient the greatest 
distension was on the right side of the abdomen 
in the region of the caecum, and the coils of the 
L intestine were plainly evident through the wall of 
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the abdomen. The bulk of evidence seemed, 
therefore, to be against its being a volvulus. 

Finally, the obstruction might have been due to 
the pressure of some tumour or other body outside 
the bowel; as, for instance, a retroverted or retro- 
flexed uterus, an ovarian tumour, a fibroid tumour 
of the uterus, an hydatid cyst in the pelvis, a large 
abscess or many other tumours which will readily 
suggest themselves to your minds. But here again 
the history entirely failed us. There was not the 
slightest evidence that such a tumour existed, and 
we were obliged at once to abandon this idea. 
We, therefore, opened the abdomen in complete 
ignorance of what we should find, and, as you have 
heard, we found a small ring of gut infiltrated with 
carcinoma, which had contracted the lumen of the 
tube and was undoubtedly the cause of the ob¬ 
struction. And this leads me to say a word or 
two on the way in which a sudden obstruction was 
produced by the infiltration of the walls of the 
gut with a new growth, which, however rapid its 
rate of growth, could hardly be expected to pro¬ 
duce sudden obstruction. Moreover, when we 
examined the parts after removal we found that 
though the lumen of the tube was very materially 
constricted at the diseased spot there was, never¬ 
theless, a free passage through the stricture, 
sufficiently large to allow the introduction of an 
ordinary cedar pencil. Why, then, should sudden 
and complete obstruction have taken place, while 
there was a passage through which fluid faeces, at 
all events, could find their way. 

The most common manner in which a gradually 
increasing stricture suddenly becomes occluded is 
from the narrowed opening becoming closed by a 
lump of faeces or some foreign body, generally 
something which has been swallowed and has not 
been digested. But this was not so in our case, 
for there was nothing blocking up the opening 
when we examined it after removal, and there was 
nothing but fluid faeces in the portion of gut re¬ 
moved. Or again, the sudden obstruction may be 
due to spasm of the gut. Just in the same way as 
we may get retention of urine in a case of stricture 
of the urethra from spasm, so I suppose we may 
get a spasm of the muscular coat of the bowel 
producing sudden and complete occlusion. But 
I do not think that this is often the cause, other¬ 
wise we should find that these cases would be re¬ 
lieved by medical treatment oftener than they are. 
Tou know how almost certain it is that if you put 
a patient who is suffering from retention of urine, 


from so-called spasmodic stricture of the urethra, 
into a hot bath and give him a dose of opium, he 
will pass his water. I think the same would apply 
to spasm of the bowel, and that the spasm would 
not be so continuous and complete that it would 
not relax until the patients were dead, especially 
as in many cases they are given opium before 
operative interference is undertaken. I think we 
must look for another cause for the sudden and 
complete obstruction, and this I think will be 
found in the fact that we found the diseased 
portion of the bowel deep in the pelvic cavity, in 
Douglas's pouch, quite out of its normal position. 
As far as I can judge I should say that the stricture 
in this case was quite at the upper part of the 
sigmoid flexure, just below the termination of the 
descending colon. I need scarcely remind you 
that the sigmoid flexure begins at the level of the 
margin of the crest of the ilium, and taking a 
U-shaped turn in the left iliac fossa terminates in 
the rectum at the left sacro-iliac articulation. If 
then the strictured portion of gut had been in its 
proper position, we ought to have found it in the 
left iliac fossa, just below the crest of the ilium. 
What I believe happened was that the diseased 
portion of the bowel from its increased weight 
descended into the true pelvis, and so produced a 
kink or turn in the bowel, which was really the 
cause of the obstruction. 

I had hoped to have had time to make some 
remarks on the treatment of these two cases, 
especially in regard to that exceedingly ingenious 
instrument, Murphy’s button, which I used in the 
second case for the purpose of anastomosing the 
two severed pieces of bowel togethei. We have 
seen that it has some disadvantages. The central 
tube through which it is intended that the contents 
of the bowel should pass, is rigid and unyielding, 
and may become blocked by any foreign body 
which may accidentally be present in the intestinal 
canal. Nay, I suppose it is not improper to 
suppose that it may become blocked by a hardened 
mass of faeces, when it is employed to join together 
the cut ends of the lower part of the large bowel, 
where the faeces have begun to attain a more solid 
consistence. I was alive to this contingency, and 
endeavoured to avert it by careful dieting, and by 
giving our patient nothing which would be likely 
to leave any solid residue in the intestinal canal. 
Little did I anticipate that a piece of potato-skin 
not larger than a florin would effectually block the 
tube and necessitate a second operation. 
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BY 
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Sick Children, etc. 

II.—HYPERSECRETION. 


Gentlemen, —In a recent lecture which dealt 
with hyperacidity of the gastric juice as a cause 
of dyspepsia, I laid stress upon the fact that the 
abnormal secretion only occurred as the result of 
the ingestion of food, and that the elimination of 
the acid ceased entirely as soon as the process of 
digestion was complete. I will now invite your 
attention to another functional disorder of the 
stomach in which the digestive fluid not only 
possesses an excessive degree of acidity, but ap¬ 
pears to be secreted in a continuous manner, and 
therefore independently of the requirements of 
the system. The symptoms which accompany 
this form of gastric derangement are termed col¬ 
lectively the “dyspepsia of hypersecretion,” or 
sometimes “the disease of Reichmann.” When 
attention was first attracted to this subject, it was 
supposed that the disorder was of comparatively 
rare occurrence; but the recent observations of 
certain Continental physicians appear to have 
established the fact that instead of being a rarity, 
a continuous secretion .of the gastric juice is in 
reality an extremely common affection, knd is 
present in at least 21 per cent, of all cases of dis¬ 
ordered digestion. Without wishing to cast any 
reflection upon the accuracy of these statements, 

I can only affirm my own conviction that hyper¬ 
secretion, as it is usually described, is a very rare 
disease in this country, where the majority of the 
cases of dyspepsia belong to the “ atonic” variety. 
Most authorities admit the existence of two forms 
of hypersecretion—a mild variety in which the 
phenomenon is intermittent in its appearance, and 
a severe and chronic form which is characterised 
by a continuous and excessive secretion of the 
gastric juice. It is also allowed that in the 
majority of the cases the disease is preceded for 
a considerable period of time by the symptoms 


and signs of simple hyperacidity; while in not a 
few the development of the disorder can be clearly 
traced through the intermediate stages of hyper¬ 
acidity and intermittent hypersecretion. For these 
and for other reasons which will appear im¬ 
mediately I am convinced that hypersecretion is 
neither more nor less than the final stage of 
hyperacidity. 

With this view of the aetiology of the disease, it 
is not surprising to find that the exciting causes of 
hypersecretion are identical with those which are 
held responsible for the production of hyperacidity. 
Thus, the habitual overloading of the stomach with 
nitrogenous foods, and irritation of its mucous 
membrane by badly masticated or coarse articles 
of diet are common factors in the production of 
the two diseases; while the same functional dis¬ 
turbances of the nervous system which give rise to 
hyperacidity will also, if long existent, promote a 
continuous secretion of the gastric juice. 

Finally, it may be noted that chronic ulceration 
of the stomach is frequently accompanied by both 
phenomena. After this brief summary of the 
exciting causes of hypersecretion, the various 
symptoms of the complaint may be considered in 
detail. 

Pain at the epigastrium during the period of 
digestion constitutes one of the most constant and 
important features of the disorder. It usually 
comes on from thirty to sixty minutes after a meal, 
and affects principally the epigastric and left 
hypochondriac regions, radiating thence over the 
chest and back. Substemal cramp is also fre¬ 
quently experienced, and owes its origin to re¬ 
gurgitation of the acid fluid into the lower third of 
the oesophagus. As a rule the pain is more severe 
and persistent than in simple hyperacidity, and not 
nfrequently lasts all day, being temporarily relieved 
at meal times. The fact that the severity of the 
symptom can generally be mitigated by the inges¬ 
tion of food, constitutes one of the greatest diffi¬ 
culties which stand in the way of a permanent 
cure; since the patient, by constantly having 
recourse to food as soon as the symptom develops 
itself, forces his stomach to remain in a state of 
continual activity. The paroxysm is usually most 
severe after the last meal of the day, and the 
discomfort which it entails interferes with the 
sleep and sometimes initiates an obstinate form of 
insomnia. In most instances acid eructations 
accompany the process of digestion, and nausea 
and vomiting finally supervene. The act of emesis 
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constitutes the climax of the attack, the pain and 
acidity rapidly disappearing as soon as the stomach 
has rid itself of its irritant contents. Sometimes a 
sharp attack of diarrhoea replaces the vomiting, 
and proves equally beneficial. The ejecta are 
considerable in quantity and possess an acid smell 
and often a bilious tinge. The presence of free 
hydrochloric acid is easily demonstrated, and on 
quantitative analysis the amount of the mineral 
add is almost always found to exceed the normal. 
If, however, the vomiting is frequent and abundant, 
the addity may be diminished rather than in¬ 
creased. The organic acids are either entirely 
absent or only present in minute quantities. 

In the early stages of the disease the bowels are 
obstinately confined, and the stools pale, hard, and 
passed with difficulty and pain. At a later period 
the abnormally acid state of the chyme is apt to 
excite chronic catarrh of the colon, evidenced by 
the frequent passage of blood-stained mucus, 
accompanied by tenesmus. 

The appetite is invariably preserved during the 
whole course of the complaint, and in most cases 
the patient possesses an inordinate desire for food, 
which is only temporarily satisfied by a full meal. 
Extreme hunger is often experienced after the 
nocturnal attack of vomiting, and induces the 
patient to leave his bed and search the house for 
food, despite the knowledge that the indulgence 
of the craving will assuredly lead to a renewal of 
his previous sufferings. 

Thirst is another common symptom, and in 
many instances the patient’s sufferings in this 
direction can only be compared to those of a 
diabetic It is always most severe at night. 

The tongue seldom exhibits any noticeable 
deviation from the normal; but if vomiting con¬ 
stitutes a prominent symptom of the case it may 
become flabby and thickly coated, while the breath 
acquires a sour and offensive smell. Many sub¬ 
jects of hypersecretion suffer from a rapid decay 
of the teeth, a phenomenon often attributed by 
them to the injurious effects of the acid eructa¬ 
tions, but which is most probably dependent upon 
add fermentations occurring in the unhealthy 
buccal secretions. 

Ancemia is always present in chronic cases, but 
it never attains that profound degree which accom¬ 
panies cancer of the stomach, since the mucous mem¬ 
branes always retain a certain amount of colour, even 
when the skin and conjunctivas possess a deathly 
pallor. An examination of the blood shows that 


the anaemia arises primarily from a deficiency in 
the amount of haemoglobin. The pulse is weak, 
and often remarkably slow, the beats being some¬ 
times reduced to as few as 56 per minute. The 
heart sounds are also enfeebled, and it is not 
unusual for haemic bruits to develop over the pul¬ 
monary and mitral areas. When the disease has 
reached a chronic stage the patient gradually loses 
flesh, and in severe cases the degree of emaciation 
may closely approach that which is encountered in 
advanced cancerous disease of the stomach. 

Owing to the loss of fluid engendered by the 
vomiting, the daily output of urine is diminished, 
so that the total volume seldom exceeds twenty 
ounces; but in severe cases only four ounces or 
less may be voided in the course of the twenty- 
four hours. The reaction is neutral or faintly 
alkaline, and the fluid is occasionally opalescent, 
even when recently passed, owing to the presence 
of phosphates. The amount of urea is increased 
both relatively and absolutely, as much as sixty 
grammes often being eliminated in a single day. 
One of the most characteristic features of the urine, 
however, is the marked diminution in the amount 
of the chlorides—a condition which is probably 
dependent upon the excessive activity of the gas¬ 
tric secretion and the subsequent loss of the 
hydrochloric acid by vomiting. 

When the disorder becomes fully established, 
the patient finds himself unable to pursue his 
business or avocation, and is prone to exhibit signs 
of exhaustion upon the slightest physical exertion. 
He may become fretful, nervous, or impatient, and 
sometimes falls a victim to melancholia or even 
delusional insanity. On physical examination of 
the abdomen, the superficial muscles are usually 
found to be in a state of tonic contraction, and 
when emaciation is pronounced, the peristaltic 
movements of the stomach and intestines are 
readily observed through the attenuated parietes. 
In every case, the area occupied by the stomach 
is found to be increased, and in chronic cases, the 
organ may attain such an immense size that its 
greater curvature comes to lie in close proximity to 
the pubes. The whole of the epigastric region is 
tender on pressure, especially in the immediate 
vicinity of the pylorus. The employment of the 
gastric tube ensures the easy recognition of hyper¬ 
secretion, however equivocal the various symptoms 
of the disease may be. The quantity of fluid ex¬ 
tracted from the stomach after a test meal is 
considerably in excess of the normal, and the 
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filtrate gives a well-marked reaction for the pres- disorder. The chief indications of the presence of 


ence of free hydrochloric acid. On quantitative 
analysis in recent cases, this acid is usually found 
to be increased in amount (.3—.5 per cent); but 
when the disease has existed for a length of time, 
it may be diminished rather than increased. In 
healthy people, aspiration of the stomach in the 
early morning before breakfast only produces a 
small quantity of alkaline mucus; but, in cases of 
hypersecretion it is often possible under the same 
circumstances to evacuate several ounces of an 
acid, bile-stained fluid, which possesses all the 
characteristics of gastric juice; and this occurs 
even after lavage has been performed on the pre¬ 
ceding night. This presence of gastric juice in a 
stomach devoid of food is pathognomonic of 
hypersecretion. 

Microscopical examination of the stomach after 
death from hypersecretion seldom fails to reveal 
the presence of chronic gastric catarrh. The first 
departure from the normal consists of an infiltra¬ 
tion of small round cells into the superficial 
portions of the mucous membrane, the inflam¬ 
matory process afterwards extending between the 
tubules in the direction of the muscularis mucosae. 
At the same time the central or peptic cells become 
shrunken and granular, while the parietal cells 
undergo a remarkable degree of swelling, and 
encroach upon the lumen of the gland. At a 
later stage the interstitial inflammation becomes 
more pronounced, and fibrous tissue forms around 
the tubules, which by its contraction constricts 
and finally obliterates them. In this manner the 
mucous membrane of the stomach gradually be¬ 
comes affected with a diffuse form of cirrhosis, and 
the process, spreading to the deeper tunics of the 
organ, hampers the contraction of the muscular 
tissue, and thus increases the tendency to gastric 
dilatation. This form of chronic catarrh only 
appears when hypersecretion has already existed 
for a considerable time, and it must consequently 
be regarded in the light of a purely secondary 
affection, dependent in all probability upon the 
irritation of the mucous membrane by the ab¬ 
normally acid contents of the organ. 

The victims of hypersecretion are liable to be 
attacked by several peculiar and formidable 
complications. It has long been known that 
ulcer of the stomach is specially apt to co-exist 
with excessive secretion of the gastric juice, and in 
many cases, at any rate, there can be no doubt that 
the organic lesion is secondary to the functional 


an ulcer consist of (1) localised pain over the 
pyloric region, which is increased by pressure and 
the ingestion of food; (2), vomiting, occurring soon 
after a meal, and affording relief to the pain; (3), 
repeated and severe attacks of haematemesis. In 
these cases the corrosive action of the acid 
secretion prevents any attempt at healing on the 
part of the sore, and fatal haemorrhage or perfora¬ 
tion are therefore not infrequently encountered. 

From time to time acute gastritis is apt to 
become implanted upon the chronic catarrhal 
process. When this occurs the vomiting becomes 
urgent, and takes place independently of food. 
The ejecta are at first composed of food debris 
mixed with gastric juice, but they rapidly assume 
a bilious appearance, and finally consist entirely of 
mucus, without a trace of hydrochloric acid. These 
attacks last several days, and sometimes prove fatal 
from exhaustion. But undoubtedly the most 
interesting and important complication of hyper¬ 
secretion is the so-called “ tetany of gastric origin.** 
After a violent fit of vomiting the patient is 
suddenly attacked with the symptoms of tetany, 
the arms, hands, feet, and legs, being thrown into 
a state of tonic contraction, which lasts from ten 
minutes to several days. 

During the continuance of the spasm the pupils 
are contracted, the respiration laboured, the face 
cyanosed, and the urine retained. The attack 
passes off as abruptly as it appears, but is apt to 
recur from time to time, and eventually to terminate 
fatally. Occasionally true tetanic convulsions are 
observed associated with opisthotonos and trismus; 
or seizures of an epileptiform nature may prove the 
immediate precursor of death. 

Hypersecretion has to be distinguished from 
hyperacidity , gastric ulcer , gastralgia, and cancer of 
the stomach. In hyperacidity vomiting is rare, the 
attacks of pain are strictly confined to the period 
of digestion, the stomach is never dilated, and the 
patient neither emaciates nor presents any marked 
degree of anaemia. By means of the gastric tube 
it can readily be determined that the abnormal 
secretion only ensues as the result of the ingestion 
of food, and the stomach is consequently empty in 
the early morning. 

The differential diagnosis between hypersecre¬ 
tion and ulceration of the stomach is a more diffi¬ 
cult matter, owing to the fact that the two diseases 
often co-exist The pain in the latter complaint. 


however, usually occurs within fifteen minutes of the 
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meal, is localized to one spot in the epigastrium, 
and is often followed immediately by vomiting. 
Repeated haematemesis, or the presence of altered 
blood in the stools, is also suggestive of the organic 
lesion. 

The pain associated with gastric neuralgia is 
more erratic in its appearance and situated more 
superficially than that which results from hyper¬ 
secretion. It often occurs independently of food, 
and is not followed by vomiting. The gastric 
secretion also presents no abnormality. 

It is only when the patient is very anaemic and 
emaciated that the functional disorder can be con¬ 
founded with cancer of the stomach. But even in 
these cases the mucous membranes retain a cer¬ 
tain amount of colour, while the history proves 
that the loss of flesh has been extremely gradual, 
and therefore quite unlike the rapid emaciation 
which occurs with malignant disease. Another 
important point is the preservation of the appetite 
in hypersecretion as opposed to the absolute 
loathing for food, which is so constant a symptom 
of cancer of the stomach. It may also be noticed 
that the presence of free hydrochloric, and espe¬ 
cially hyperacidity, is seldom detected in the 
gastric contents in cases of carcinoma. 

The prognosis in a case of hypersecretion de¬ 
pends upon the stage which the disease has 
reached. In early cases, where the stomach is 
only slightly dilated and the secondary gastritis has 
not yet developed, it is frequently possible to afford 
considerable relief by appropriate treatment, and 
in some instances to effect a cure. When, how¬ 
ever, dilatation of the stomach has attained 
such a degree that the great curvature of the 
organ extends below the level of the navel, and 
the patient shows signs of anaemia and has com¬ 
menced to lose flesh and strength, the prognosis 
is exceedingly grave. 

The general principles to be observed in the 
treatment of this disease are identical with those 
which have already been laid down in cases of 
hyperacidity. Change of air seldom results in 
permanent benefit, though in the early stages of 
the complaint a long sea voyage is sometimes 
attended by considerable amelioration of the 
symptoms. A course of treatment at Carlsbad, 
Vichy, or Kissingen, is strongly recommended by 
Continental authorities, but according to my ex¬ 
perience the disease invariably relapses as soon as 
the patient returns to his home and resumes his 
ordinary mode of life. 


The diet must be carefully regulated, to the ex¬ 
clusion of such articles as unduly stimulate the 
secretory apparatus of the stomach, and the habit 
of eating between the meals rigidly prohibited. 
The chief medicinal indication is the relief of the 
pain and vomiting which follow the ingestion of 
food. For this purpose the alkaline salts such as 
the bicarbonate of sodium, the solution of potash, 
calcined magnesia, or the phosphate of sodium, are 
administered in full doses shortly after the meals, 
and repeated after an interval. In certain cases it 
may be necessary to combine morphine or codeine 
with the alkaline remedies, and in some instances 
I have obtained good results by the addition of 
carbonate of bismuth and glycerine of carbolic 
acid. Some physicians recommend the exhibition 
of atropine, belladonna, or bromide of potassium 
as a means of restraining the abnormal activity of 
the stomach, but the beneficial influence of these 
drugs is extremely questionable. When the 
stomach has become dilated lavage may be re¬ 
sorted to, the fluid consisting either of pure water 
or weak solutions of such astringent substances as 
nitrate of silver, sulphate of zinc, or alum; but 
the results of this method of treatment are by no 
means encouraging. In some cases the employ¬ 
ment of the Weir-Mitchell treatment is attended 
by considerable benefit. 


A CLINICAL LECTURE 

ON SOME 

ACUTE SWELLINGS in the GROIN, 
WHICH SIMULATE 
STRANGULATED HERNIAS. 

Delivered March 6 and 13, 1895, 

By JOHN LANGTON, F.R.O.S., 

Surgeon to St. Bartholomew’s Hospital, etc. 


Gentlemen, —Your opinion will often be asked 
as to the nature of some chronic swellings in the 
groin, and the first point you will endeavour to 
solve is, whether the swelling is an extrusion of 
some abdominal viscus through the abdominal 
walls, or one having its origin outside the abdomen. 
Less often you will be called upon to determine 
the nature of acute swellings which manifest some 
of the signs of strangulated hernia. 
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Probably no harm will result, if in the first class 
of cases, you reserve your diagnosis for a sub¬ 
sequent examination if you are in any doubt; but 
it is of primary importance that a correct diagnosis 
should be at once forthcoming in the acute swell¬ 
ings, for upon it will very likely depend the life of 
your patient. 

It is of the acute cases that I particularly wish 
to speak to-day, for we have lately had in our 
wards some interesting examples of this class. 
These difficult cases, apart from their resemblance 
to strangulated hernias, have certain attributes in 
common, viz., the presence of a swelling in the 
groin, scrotum, or labium of sudden onset, attended 
usually by pain and tenderness, nausea, and even 
vomiting, with constipation and with symptoms of 
shock, and sometimes even of collapse. 

The symptoms are often urgent, and in order to 
correctly decipher them we must not only associate 
them, but must also carefully weigh each sign re¬ 
latively and collectively. If care and method be 
exercised in their investigation, usually no great 
difficulty will be found in arriving at a correct 
diagnosis. In a few cases, however, the prominent 
symptoms so closely resemble those of strangula¬ 
tion that operative inspection will be needed to 
determine the real nature of the swelling. 

Even in the clinical practice of a large hospital 
these cases are comparatively rare, so that it is 
hardly possible to classify them in their relative 
order of frequency. The following may be enu¬ 
merated as among the more common swellings 
which suggest strangulated hernia:— 

Haematoma of the spermatic cord and vulva. 

Axial rotation of the testis. 

Suppuration in an old hernial sac. 

Inflamed retained testis. 

Acute hydrocele of the cord. 

Acute non-suppurative adenitis. 

Hamatoma of the cord or vulva. We have 
lately had in Kenton Ward a typical example in 
the case of a man, aged 56, who was admitted on 
the 13th of January in this year. 

His history was that three days prior to his 
admission, whilst wheeling a coster-truck back¬ 
wards it swerved, and the handle struck him 
violently in the left groin. He noticed nothing at 
the time, and continued his work until the evening, 
and went to bed at eight o’clock. At ten o’clock 
he awoke in great pain, and then for the first time 
became aware of a considerable-sized swelling in 


the left groin and scrotum. He was admitted 
about five hours afterwards, when he was somewhat 
collapsed and suffering much local pain, which was 
localised to the site of the injury, and not referred 
in any way to the general abdominal cavity. On 
examination there was a soft elastic swelling 5| 
in. long and 2} in. broad, occupjing the left 
inguinal canal and the upper part of the scrotum. 
This swelling was irreducible, with no impulse on 
coughing, dull on percussion, uniform in con¬ 
sistence, sausage-shaped and well-defined in its 
outlines. There was much bruising of the left side 
of the scrotum, which was very tense. The testis 
was situated below the swelling, perfectly distinct 
from it, and normal in size and consistency. His 
bowels had been relieved on the morning prior to 
his admission. The patient had felt very sick, but 
had not actually vomited. 

The possibility of the tumour being a haematoma 
was discussed, but it was thought that the main 
signs indicated a strangulated inguinal hernia, 
and therefore, five hours after the patient’s admis* 
sion, he was anaesthetised and an incision was 
made over the swelling as for a strangulated hernia. 
A large amount of blood was found extravasated 
into the tissues of the scrotum and the cord, 
extending some distance up the canal. The ef¬ 
fused blood was turned out, with the result that 
the swelling entirely disappeared. The patient 
made a good recovery, and was discharged five 
weeks after admission. 

Similar examples not infrequently occur in the 
male, and are usually the outcome of some direct 
blow in the groin, but occasionally are the result 
of violent coughing or straining. My experience, 
however, shows that this form occurs more often 
in the female between 25 and 40 years of age, and 
results from straining, coughing, or vomiting m 
the latter stages of pregnancy, and is due to the 
bursting of some varicose dilated labial veins, so 
often present in this condition. So far as I have 
seen the haemorrhage occurs in the inguinal region, 
and travels into the labium, and not into the crural 
region. Ecchymosis of the skin in these cases is 
not an early symptom, thus differing from hsemato- 
mata, the result of direct injury. When, however, 
ecchymosis is present, it is a valuable index of the 
nature of the swelling. In both sexes the swelling 
comes on suddenly in the position of an inguinal 
hernia, and is very tense, often accompanied by 
faintness and sickness. 

Assuming that the examination is conducted 
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carefully and methodically, it will not be difficult 
to arrive at a correct solution of the disease, since 
two important signs of strangulated intestine are 
absent, namely, resonance on percussion of the 
tumour and the persistent vomiting so character¬ 
istic of intestinal strangulation. 

Axial rotation of the testis , when acute, often 
gives rise to certain symptoms suggestive of stran¬ 
gulated hernia. 

Axial rotation of the testis has now been re¬ 
corded in many cases, and may occur either as 
an acute or a sub-acute affection. If sub-acute, 
the symptoms are usually referable to the local 
condition, and do not commonly present any 
general signs indicative of strangulation. An ex¬ 
ample of this I have described in the 12th volume 
of the St. Bartholomew’s Hospital Reports, and 
although the testis sloughed from acute strangula¬ 
tion of its vessels, there were no signs suggestive 
of strangulated hernia. 

When these cases are acute, which they usually 
are, they undeniably give rise to signs suggestive 
of strangulated hernia. Mr. Bryant in the Medical 
and Chirurgical Society’s Transactions, 1892, re¬ 
cords the case of a lad aged 15 who was the 
subject of an acute swelling in the left inguinal 
and scrotal regions, which indicated strangulated 
intestine. An operation was performed, and after 
the evacuation of some dark blood from the tunica 
vaginalis, the testis was discovered coal-black, 
owing to strangulation due to three half twists of 
the cord on its own axis. This was unravelled, 
and although the testis was temporarily saved, it 
subsequently atrophied. 

Mr. Owen also describes a similar case in the 
Medical Society’s Transactions for 1893, in which 
he was summoned to the hospital to see a case of 
strangulated hernia, in a boy 13 years of age. He 
had a swelling in the left inguinal region, and he 
stated that the testis had never descended till two 
days before admission. The swelling appeared 
whilst bowling at cricket, and the patient stated that 
he felt very ill and had vomited. After admission, 
an examination revealed “ outside the abdominal 
ring a tender swelling about the size of a small hen’s 
egg,” with no impulse on coughing, and no dis¬ 
coloration of the skin. At the operation it was 
found that the canal and the external ring were 
free, but on opening the tunica vaginalis some 
blood-stained serum escaped, and the testis being 
found gangrenous was removed. It was then dis¬ 
covered that the tunica vaginalis was very extensive, 


an arrangement commonly observed in cases of 
retained testis. The testis was found rotated a 
half turn on its own axis. 

The case, however, which most closely resembled 
a strangulated inguinal hernia is recorded by Mr. 
Nash, in the British Medical Journal , June 6 th 9 
1891, and occurred in the practice of Mr. Whipple, 
at the Plymouth Hospital. The patient was a boy, 
16 years of age, whose left testis was retained, and 
he felt, whilst straining, something give way on the 
left side. He had more than one attack of vomit¬ 
ing, stated to be stercoraceous, before his admission, 
and as the case was regarded as one of strangulated 
inguinal hernia, he was operated on, when the 
swelling proved to be one of axial rotation of the 
testis. 

The literature of this subject is fairly extensive, 
and in most cases the symptoms point to strangu¬ 
lation. It has been pointed out that axial rotation 
is generally associated with an incompletely des¬ 
cended testis, and not infrequently with a con¬ 
genital hernia. The right is more frequently 
affected than the left, which may be explained by 
the fact that at birth the right vaginal process is 
often patent. The absence of a mesorchium may 
possibly account for a twist in many of these cases, 
but in not a few instances the testis has rested in 
its normal position in the scrotum. It is a fact 
worthy of notice that axial rotation most frequently 
occurs in lads under 20 years of age, although 
one case is recorded by Nicoladoni as occurring 
in a patient aged 62 years. The large majority, 
according to the records, show this lesion to occur 
between the ages of 13 and 19 years of age, and 
therefore associated with adolescence. 

Analysis of these cases shows that, though most 
of the local signs were consistent with strangulated 
hernia, the general symptoms did not corroborate 
this version of the lesion. 

Vomiting, the most important sign of strangula¬ 
tion, though frequently present, is not as a rule 
persistent, and is allied to that form associated 
with injury to an abdominal viscus, abundantly 
supplied with the sympathetic system of nerves, 
and a little experience will enable you to differ¬ 
entiate between the two forms of vomiting. In 
Mr. Bryant’s case the patient only vomited once 
after taking a pill, thirty-six hours before the 
operation; whilst in Mr. Keen’s case, also de¬ 
scribed in the same paper, there was vomiting 
three days before the operation, which, however, 
did not recur. 
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The diagnosis of these cases must rest more 
upon the local than upon the general signs, and 
in my opinion the less we trust to the latter the 
more correct will be our diagnosis. 

Dulness on percussion affords a valuable indica¬ 
tion of the nature of this condition. The note is 
absolutely dull, and no mistake should occur if 
percussion is made sufficiently low over the 
swelling. If percussed high up over the inguinal 
canal there is necessarily some transmitted reson¬ 
ance through the abdominal walls, but the clear 
tympanitic resonance diagnostic of intestine is 
absent. 

Suppuration in an old hernial sac, though rare, 
may, when present, give some of the signs of stran¬ 
gulation, and we have lately had an example of such 
a case in a man, aged 62 years, who was admitted 
into Darker Ward on December 24th, 1894. 

His history was that twelve years ago he noticed 
a swelling the size of a walnut in the right inguinal 
region, which disappeared at times. He was 
treated at the City of London Truss Society, and 
was from time to time supplied with trusses, which 
he has worn up to the present time. Five days 
ago the patient had a severe attack of coughing, 
and he immediately noticed a large swelling in the 
right half of the scrotum, and this occurred in 
spite of the truss he was wearing at the time, and 
which up to this time had always been efficient in 
retaining the hernia. His hernia had not been 
down for some years, and in his anxiety he at¬ 
tempted, I take it, somewhat vigorously to reduce 
the protrusion, bnt without success. Since the 
swelling appeared the patient had been sick, but 
only when he took fluid food. 

He presented himself at the Truss Society on 
December 24th, and observing that he looked ill 
and was in pain, I admitted him at once into the 
hospital. On examination I found, in the region 
of the right pubic spine, a large oval tumour, soft 
to the touch, and extending downwards into the 
right half of the scrotum, measuring six inches in 
length and the same in circumference. The skin 
over the swelling was red and somewhat oedema- 
tous. There was no impulse on coughing, and 
the tumour was very tense, dull on percussion, 
tender to the touch, with an ill-defined sense of 
fluid and irreducible by the taxis. He vomited oc¬ 
casionally, but the vomit consisted only of the food 


though he looked ill, his face was not pinched, nor 
had he the facial expression indicative of intestinal 
obstruction. His pulse was 95, of good volume, 
and his temperature 99°. 

Although the patient was ill, his general 
symptoms did not indicate intestinal strangulation, 
though the local signs might be deemed to point 
to acute strangulation, if not of gangrene; whilst 
the history of his having been in years gone by 
the subject of an inguinal hernia, may fairly be 
regarded as an additional evidence that the pro¬ 
trusion was a hernia. 

There was no doubt that the swelling was 
inflammatory, and from its shape and position it 
seemed to have some connection with his old 
hernia. 

The local signs were more pronounced than the 
general, which they should not have been had 
intestine been strangulated for five days. 

Although I felt nearly sure that we had not a 
case of strangulated hernia to deal with, yet with 
the local conditions so acute and the pain so 
intense, I determined to investigate the nature 
of the swelling, and after cutting through a con¬ 
siderable thickness of dense brawny tissue to the 
depth of nearly three-quarters of an inch, about 
an ounce of semi-purulent fluid escaped. The 
pus was inodorous, and on its complete evacuation 
some fresh lymph was peeled off from the interior 
of the sac, which was firmly adherent to the tunica 
vaginalis testis. The sac was separated with diffi¬ 
culty from its connections, and its interior was 
found to have a communication with the general 
peritoneal cavity. This communication had pro¬ 
bably been narrowed by the continued pressure 
of the truss. The sac was removed, the operation 
for the cure was done, and the patient was dis¬ 
charged well on January 20th of this year. 

Inflamed retained testis usually occurs in young 
adolescents, and is often the result of injuries or 
strains, but occasionally of gonorrhoea. The 
symptoms are usually acute, with a painful, 
often exquisitely tender swelling in the groin, 
the pain being in excess of that present in 
strangulated hernia, and is often so acute as 
to prevent any satisfactory examination. Pain, 
as we know, varies greatly in different patients, 
and often depends as much on the mental qualities 
of a patient as upon the intensity of the local con- 


taken, and was not stercoraceous. There was no ditions. Too much weight must, therefore, not be 
abdominal distension, nor pain, while his bowels placed upon this symptom, and it must not be ac- 
were relieved daily, though but scantily. Ai- cepted off-hand that because the local pain is 
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described as intense that, therefore, the patho¬ 
logical condition is correspondingly serious. Pain 
in cases of inflamed testis is often the dominant 
feature and disproportionate to the other signs 
usually not prominent. These cases present a 
convex, ill-defined swelling, the skin somewhat 
reddened and often oedematous, temperature vari¬ 
able but sometimes raised one or two degrees. 
The swelling gives no distensile impulse on 
coughing, and is dull on percussion, except when 
the testis lies within the canal, when the dulness is 
not absolute. There is often constipation, some 
nausea and occasionally sickness. The abdomen 
is not distended, nor is there any general pain on 
pressure of the abdominal walls. 

The absence of the testis in the scrotum, at 
once indicates the probable or possible solution 
as to the nature of the swelling. Should there 
be any effusion into the tunica vaginalis, which is 
often extensive, the diagnosis becomes easier, as 
the dulness is more marked. Intestine, however, 
is occasionally present in the vaginal process of an 
inflamed retained testis, when the marked impulse 
on coughing and the resonance on percussion 
will render the diagnosis easy. 

A case of this kind came under my notice some 
years ago, in the case of a lad about 14 years of 
age, and I have seen not a few since. His history 
was, that about three days before I saw him, he 
was playing at football when he felt something give 
way in the right groin. He became faint and 
vomited severely, and on recovering himself he 
noticed an exquisitely tender swelling in the in¬ 
guinal canal. He subsequently vomited three times, 
but not for forty-eight hours before I saw him, 
when he looked ill, with the right thigh flexed, 
and expressed much pain on any attempt to 
straighten the thigh. The testis had not descended 
into the scrotum, the right half of which was not 
developed. There was a large ill-defined, tender 
swelling in the right inguinal region, dull on 
percussion, and examination gave him great 
distress. His bowels had not been relieved since 
the accident, and his temperature was a degree 
above the average. The local symptoms were far 
in excess of the general, and the conclusion I 
arrived at was that the signs pointed to an inflamed 
undescended testis. 

Retained testis is met with twice more commonly 
on the right than on the left side, but in my ex¬ 
perience the percentage of inflamed testis on the 
right side is higher than this. Examples, however, 


are not sufficiently numerous to warrant one in 
making any deductions on this point. Though 
somewhat foreign to the subject of this lecture, I 
may mention that it is a generally received dictum, 
that imperfectly descended testes are liable to 
become the seat of malignant disease, a statement 
which seems to have no warrant in practice. 

If the inflamed partially descended testis is 
situated outside the external abdominal ring, the 
diagnosis is rendered more certain, as the inguinal 
canal is only occupied by a thin cord, which 
cannot be mistaken for a strangulated hernia. 

Acute hydroale of the cord is a rare affection, and 
still less commonly do its symptoms afford any 
likeness to strangulated intestine. A case, how¬ 
ever, was admitted into this hospital some years 
ago, which presented some of the signs of strangu¬ 
lation, notably those of vomiting, constipation, and 
sudden onset. With these exceptions, the cha¬ 
racters of the tumour did not present any features 
of a hernia, for it was dull on percussion, moveable, 
translucent, with a thin cord extending up the 
canal, whilst vomiting only occurred on the first 
appearance of the swelling. It proved to be an 
acute hydrocele of the cord. The infantile variety 
of vaginal hydrocele may under certain circum¬ 
stances give rise to anomalous symptoms suggestive 
of strangulation, but the dulness, sense of fluid, 
and translucency of its scrotal portion will at once 
betray its real nature. 

Acute nonsuppurative adenitis occasionally pre¬ 
sents difficulty of diagnosis especially in the 
absence of any local irritation to account for the 
enlargement. In practice, we often come across 
cases of indolent glandular swellings in the groin 
presenting many of the features of irreducible 
inguinal or femoral hernia, but such is not often 
the case in acute swellings. Such an instance 
did, however, occur some years ago in the out¬ 
patient department when I was assistant-surgeon. 
The case was that of a child aged seven months, 
who was sent to me with a globular swelling in the 
right femoral region. It had only been noticed 
two days, and was tense, tender and irreducible. 
There was no excoriation nor any other visible 
sign of irritation to account for it. The bowels 
had not been relieved for twenty-four hours, and 
the patient had been sick three times that morning 
before I saw her. Some of my colleagues who 
saw the baby, agreed with me that the signs were 


to suggestive of strangulation, that I ought not to 
lelay exposing the tumour and ascertain its real 
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nature. The result proved the swelling to be an 
acutely enlarged gland situated immediately over 
the saphenous opening. 

Subsequent experience has shown me that such 
cases are not very rare in infants, whereas strangu¬ 
lated femoral hernia is phenomenal in children of 
such tender age. I can only call to mind three 
instances of femoral hernia in children under three 
months, and in none of these was the hernia 
strangulated. We must be careful not to be mis¬ 
led by the urgency of symptoms in children, for it 
is well known that they are often out of all pro¬ 
portion to the seriousness of a case, and that they 
should not therefore be assessed at the same grave 
standard as they would be in older subjects. 

If, Gentlemen, you have carefully followed the 
details of the various cases I have brought under 
your notice, I need not summarise the different 
signs needed to assist you to a correct solution of 
each class. 

With care and method in the investigation of 
these different classes, errors in diagnosis should 
rarely occur. Although some signs of strangulation 
may be present, others equally and perhaps more 
important will be absent. Failure, therefore, in 
arriving at a correct diagnosis will be due not so 
much to your want of knowledge of all the cardinal 
signs of strangulation, as to your want of care in 
methodically marshalling and appreciating at their 
proper value all the facts which each case presents. 


REVIEWS. 


Surgical Diseases of Children. By D'Arcy 
Power, M.B., F.R.C.S. (Lewis). 

Published at xor. 6 d. 

Both author and publisher must be con¬ 
gratulated on this excellent addition to the 
“ Practical Series,” which keeps up the reputation 
of the series in the most “ practical” manner. 
The introductory chapter i is full of the most 
useful hints in dealing with children and their 
ailments of whatever nature; we do not re¬ 
member having read anything better anywhere. 
The whole book is written in the same style; there 
are no long disquisitions on doubtful points of 
pathology, only so much is introduced as has a 
definite and direct bearing on treatment. It is 
possible that the book has this one fault of being 
a little too dogmatic; but we feel that no one 


could quarrel with this quality who has had any 
experience of reading the bewildering pages of 
discussion usually found in the “ new ” literature 
of our science. While feeling, therefore, that for the 
student “in for examinations” the book will be 
felt to be insufficient, we most cordially and con¬ 
fidently recommend it to all practitioners to whom 
examinations are but a mere unpleasant memory; 
and even to the student it will be an unspeakable 
relief to find that pathology can be simplified. 

A Manual of Gynecological Practice. By 

Dr. A. Duhrssen. Translated by J. 
W. Taylor and Frederick Edge. 
(Lewis). Published at 6 s. 

We would not condemn this book out of hand, 
but we must confess that with Dr. Lewers 9 practical 
work amongst others for English practitioners, we 
feel that the volume before us was hardly required. 
With the book itself, however, we have little fault to 
find, and we can endorse the Translators’ preface, 
“ it is concise, it forms at the same time a clear and 
safe guide to the knowledge of all the purely 
gynaecological diseases, and deals very fully with 
details of the examination of patients.” The 
preface continues, “Every now and then points 
will be found noticed by the author that are 
usually neglected in English text-books.” We have 
carefully tested these points, and must confess to a 
feeling of disappointment; vaginal laparotomy has 
no advantages over the ordinary method that are 
not far outweighed by its disadvantages; the 
vaginal operation for fixation of the uterus is an 
operation we would rather leave to the German 
school. However, the book is not expensive, and 
it is always an advantage to see things from 
different standpoints, and under these circum¬ 
stances we wish the book a success. 

The Treatment and Education of Mentally 
Feeble Children. By Fletcher Beach. 
(Churchill)). Published at is. 6 d. 

This little brochure is written in capital style, 
and contains some very good hints on its subject 
matter. There is possibly nothing very new in it, 
but some details are given which are likely to be 
of great use to those who, by intention or accident, 
are called upon to advise in the upbringing of a 
mentally deficient child; and if the directions 
given are faithfully carried out, the medical man 
can at any rate rest satisfied that all has been done 
that is possible. 
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A NEW OPERATION FOR 
NEPHRORRHAPHY. 

A Paper read before the Swiss Medical Congress at Lausanne, 
May 4, 1895, in the names of Drs. Poullet 
and Vulliet, by 

Dr. VULLIET, 

Professor of the Faculty of Medicine of Geneva. 


Whilst visiting my colleague and friend, Dr. 
Poullet, of Lyons, I saw him perform an operation 
of his own invention for the radical cure of inguinal 
and femoral hemiae. 

The operation consists in selecting, from the 
tendons of the adductors of the thigh which are 
inserted at the pubis, some portions which are 
detached from their muscular insertions, whilst 
leaving them adherent to the pubis; these fibres 
are then turned back towards the hernial orifice 
and passed several times across the pillars, so as to 
close the ring, allowing only the cord to pass out. 

Having since then practised this operation my¬ 
self several times, I have been convinced that this 
autoplastic closure remains indefinitely as thick, as 
resistant, and as fibrous as on the first day. 

At this time I was engaged in investigations for 
an operation of nephrorrhaphy. Suturing gave me 
the same disappointment as it does to others; the 
capsule of the kidney is too delicate, and the renal 
tissue too friable to furnish the elements of a 
durable fixation by means of sutures. The idea 
struck me, therefore, that a tendon could be passed 
across the floating kidney, and fixed by means of 
a living ligament. I communicated my idea to 
Dr. Poullet, and we decided to carry out our 
investigations in collaboration, with a view of 
proving if such an operation were feasible or not. 
Anatomical observation showed us the tendon 
which we sought—ribbon-like, long, and easily 
detached—in the dorsal region and in the neigh¬ 
bourhood of the kidney. There remained nothing 
but to pass this into the bed of the kidney and 
across the kidney itself, a proceeding which, as we 
shall see, presents no difficulty. The operation was 
then technically feasible, but it remained to deter- 
Vol. VL No. 8. 


mine whether this tendon would not undergo 
alterations rendering it, sooner or later, unfit for 
the r 6 le of renal ligament. On the one hand, we 
feared gangrene or immediate exfoliation ; on the 
other hand, we feared that, after a time, it might 
be reabsorbed, and that the suspension would 
become illusionary. With a view, therefore, to 
clearing up this point, the most important of all, 
we thought it best to undertake experiments on 
dogs of large size. We each performed our opera¬ 
tions in the month of January, 1894, Dr. Poullet 
doing his at Lyons, in the laboratory of Professor 
Lespine; I performing mine at Geneva, in that of 
Professor SchiefF. He (Dr. Poullet) operated on 
a large adult St. Bernard, and I operated on a 
young bitch of the Ulm breed. The dog operated 
on at Lyons was killed and dissected fourteen 
months after the operation. The animal operated 
on at Geneva has not yet been killed; it has been 
kept to prove, in case of necessity, the condition 
of the tendon after a prolonged period. 

Here, gentlemen, is the anatomical preparation 
obtained from the autopsy of the dog at Lyons. 
You see in it, on the one hand, a fragment of the 
vertebral column (it is a part of the first lumbar 
vertebra), and, on the other hand, a kidney. Then 
between the kidney and the fragment of the 
vertebral columns you see certain muscles, which 
are those of the postero lateral region of the back. 

At the base of an incision made in these 
muscles you see a tendon which holds the kidney 
up y in the most secure fashion , to the spinous process 
of the vertebra . You can see that I am able to 
pull forcibly on the kidney without breaking any¬ 
thing. In fact this tendon is neither altered in 
form, nor in thickness, nor in texture, nor in its 
pearly appearance; its fusion with the organ is 
perfect. The maceration and the alterations pro¬ 
duced by the immersion in alcohol do not allow 
us now to recognize its course through the kidney 
itself; to show this it would be necessary to sacri¬ 
fice the specimen ; but I can tell you that in the 
fresh state one could follow it under the capsule, 
which in its track and on each side was consider¬ 
ably thickened. This specimen constitutes an un¬ 
answerable evidence to prove that a displaced and 
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manipulated tendon is capable of continuing to 
live indefinitely when one of its insertions is left 
intact. 

It can consequently be utilized as a means of 
permanent fixation. 

There only remained now that we should both 
endeavour to find patients suffering so from mov¬ 
able kidney as to justify an operation, and 
Ncourageous enough to consent to run the risks of 
a first attempt 

It was my friepd, Dr. Poullet, who first dis¬ 
covered such a patient, and on April 20th, 1895, 
I went to Lyons, where the operation was performed 
by him, with my assistance, in the presence of Drs. 
Frantz Gl&iard and Rafin. They examined the 
patient before the operation, and satisfied them-, 
selves that the kidney was displaced in the third 
degree. 

The left kidney was also movable, but to a less 
degree. I think it unnecessary to give a complete 
history of the patient; suffice it to say that she was 
thirty-eight years pf age, and that she had become 
incapable of earning her living, and was unable to 
stand or walk for more than a few minutes at a time. 
Here is the description of the operation, which we 
will divide into four stages. 

1st stage .—The usual incision to reach the kidney 
extra-peritoneally is made in the flank. When 
the kidney comes into view, an assistant presses it 
towards the wound ; the operator then takes hold 
of it, and assures himself that it can be drawn 
sufficiently towards him to enable him to see to 
perform the procedure necessary for ultimately 
passing the tendon through it. The kidney is then 
left, the wound is covered with gauze, and closed 
provisionally with clamp forceps. 

2nd stage .—The patient is turned completely on 
the side so as to expose the back. At two centi¬ 
metres from the spine and parallel with it, an inci¬ 
sion is made of about eight centimetres, the centre 
of which should correspond with the first lumbar. 
This incision will pass first through the integu¬ 
ments ; secondly, the dorsal aponeurosis, which 
should be cut upon the grooved director. The 
divided tissues having been reflected right and left, 
all the series of tendinous fasciae by which the 
latissimus dorsi muscle is inserted into the spinous 
processes will be found. Securing on a grooved 
director, or on a B&hamp’s needle, the one of 
these tendons which is inserted into the spinous 


process of the first lumbar (it is about the size of a 
large boot lace), it should be raised up until one 
can insert two fingers beneath it, then by exercising 
traction the tendinous band at last tears away 
from its muscular insertion towards the shoulder. 
It measures as a rule from twenty-two to twenty- 
four centimetres in length. At its extremity it 
carries some fragments of muscular tissue which 
have been torn away by the force exerted. This 
being done, you are then in possession of the 
future renal ligament. It is n ecessary to be careful 
to keep it scrupulously clean, and to employ it for 
its required purpose as quickly as possible. 

3 rd stage .—The wound of access to the kidney 
is reopened and the operator passes his hand 
into the site of the kidney, performing bimanual 
palpation across the posterior walls of this until 
his Angers feel each other in the space which 
separates the transverse processes of the 12 th 
dorsal and the 1st lumbar vertebrae. By means of 
a long and strong stylet the muscular wall is then 
pierced from within outwards and the tendon 
passed through the opening of the stylet This is 
then withdrawn, the tendon passes into the situa¬ 
tion of the kidney, and ail is ready for the last 
stage. 

4 th stage .—The kidney is drawn sufficiently out 
of the wound for it to be pierced through en stton 
from below upwards upon its posterior surface near 
its external margin. We used for this purpose a 
small, pointed metal spatula a little laiger than 
the tendon, this spatula being provided with an eye. 

It is easily inserted beneath the capsule, pene¬ 
trating at the level of the lower third quarter of the 
kidney to reappear at the level of the upper quar¬ 
ter. The end of the tendon is secured by means 
of a thread in the eye of the spatula. Precautions 
should be taken to prevent the entrance of the 
tendon under the capsule and into the kidney 
in consequence of tearing. Once it is well intro¬ 
duced the spatula should be withdrawn, the ten¬ 
don follows and comes out at the lower part of the 
kidney. 

One might also pass the tendon transversely 
beneath the capsule. I believe, however, that the 
manoeuvre would be more difficult, the tendon 
coming out at a much higher level, deep down in 
the site of the kidney. 

After this transfixion about four or five centi¬ 
metres of the tendon project beyond the organ. 
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Haemorrhage is insufficient to cause comment. 
The kidney is returned with proper precautions to 
its place. The end of the tendon is passed again 
through the posterior muscular wall of the abdomi¬ 
nal cavity, this time from within outwards; its 
free end is then fixed by metal wire sutures to the 
wound. The ends of this wire come out again to 
the skin after having described a figure of B in the 
bottom of the wound. 

We placed a wire also at the spine under the 
detached tendon. This enables us, if it should 
be necessary, to find again the two ends of this 
tendon, and to pick it out again in case of 
accidents. 

The patient on whom we operated, as was the 
case with our dogs, remained absolutely without 
fever. During the first twenty-four hours there 
was some nausea due to the chloroform, and one 
or two attacks of vomiting, during which the 
patient felt the wound in the flank. She expe¬ 
rienced no pain in the back, not even at the place 
where the end of the tendon was torn away. She 
is unaware that anything has been done in that 
direction. One can apply pressure without pro¬ 
ducing pain. 

There is no discharge, either sanguineous or 
serous. On the eighth day the wires were removed, 
the union of the wound by first intention was com¬ 
plete. The patient was able to sit from this time. 
On the 12th of May, that is to say, seventeen days 
after the operation, the patient walked and kept 
about for several hours; she made her bed her¬ 
self, lifting the heavy mattress; doing all this 
without experiencing pain or fatigue. She can, 
however, still feel her kidney. Is this because we 
did not replace it sufficiently high up, or is it a 
persistence of the bruising of an operation ? 

A very little more time will show this. 

One can make sure that the kidney is fixed in 
the lumbar region, the essential point is that it 
should be impossible to make it come down. To 
appreciate the exact value of the operation we 
must wait a little longer yet, and above all, a cer¬ 
tain number of cases must have been operated on. 

Here is a plate which has been prepared by 
Monsieur Balicky, the skilful artist who has 
executed the greater number of the drawings of 
the superb Atlas of Anatomy of our confrere 
Laskowsky. 

The drawing is necessarily somewhat diagram¬ 


matic, although it has been taken from the 
specimen which I now submit to you. Such as it 
is, I believe that it illustrates, sufficiently and 
without further comments, my description, so as 
to permit of others repeating this operation, of 
which the first idea was mine, but in the investiga- 



a. The divided tendon. The dotted line shows its course, 
first through the muscles, second beneath the capsule of the 
kidney.—Spinous process of the first lumbar vertebra.— 
c. Muscular mass.— d. Last rib. 

tions and execution of which Dr. Poullet has had 
a greater share than myself. 

We thank the Committee of this Congress for 
having given us the opportunity of presenting this 
in the first place to an assembly which includes 
some illustrious surgeons who have always been 
amongst the first to approve when it has been 
proposed to test innovations in surgery which are 
based on sound reasoning. 

P.S.—Since this communication to the Congress 
the patient was presented on the 13th May 
(eighteen days after the operation) to the National 
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Society of Medicine of Lyons by Dr. Poullet. 
The members of this Society have been able to 
assure themselves of the fixity of the kidney in the 
position in which we place it. 

It has been possible to verify the excellent 
general condition of this woman, who is able to 
walk about for several hours. 

On the 19th of May Dr. Poullet visited her at 
home. He found her delighted with her cure. On 
careful palpation he 'found it impossible to seize 
and draw down the kidney, although it had been 
fixed rather low. To sum up, this operation, 
which at first sight seems a very severe undertaking, 
has been remarkably free from ill effects, in the 
human subject as well as in dogs. 

The whole operation takes place outside the) 
peritoneum, and if all the requisite antiseptic pre~ 
cautions are taken, there is no reason to anticipate 
complications. It is a big operation, but not a 
dangerous one. 


ON THE RATE OF GROWTH OF 
OVARIAN TUMOURS. 

By J. BLAND SUTTON, F.R.C.S. 

Assistant-Surgeon to Middlesex Hospital, and Surgeon to 
the Chelsea Hospital for Women. 


The commonest of all queries made by a 
patient with a large ovarian tumour is this, How 
long has the tumour been growing? The ques¬ 
tion is in most cases prompted by the circumstance 
that the patient has experienced no obvious de¬ 
rangement of health, felt no inconvenience, and 
perhaps by mere accident notices that she has 
grown unduly stout, or detects a decided asym¬ 
metry of the belly. In many, very many instances 
such deviations remain undetected until an attack 
of pain, due to the incidence of some complica¬ 
tion, induces the patient to seek professional 
counsel and is submitted to physical examination. 

I have been able to satisfy myself that ovarian 
tumours, even the complex dermoids, do oc¬ 
casionally arise and grow with great rapidity. Of 
the three varieties of tumours which arise in the 
egg-bearing section (oophoron) of the ovary, viz.j 
simple cysts, adenomata, and dermoids, I have 
been able to obtain definite observations con¬ 


cerning each, which serve to demonstrate what 
would naturally be inferred, that simple cysts grow 
with far greater rapidity than the adenomata and 
dermoids. 

1. Simple Cyst . In May, 1892, Dr. Butler 
Smythe removed from a woman an Ovarian 
(oophoronic) cyst containing thirty-four pints of 
fluid; during the operation the opposite ovary was 
examined and found to be normal in appearance 
and in size. In the following November preg¬ 
nancy was recognized and delivery at term oc¬ 
curred in July, 1893. In the following September 
an ovarian tumour was detected and ovariotomy 
performed a second time in October, 1893. The 
cyst contained thirty pints of fluid. We know 
from many recorded cases that there is nothing 
unusual in thirty-four pints of fluid accumulating 
in an ovarian or a parovarian cyst in a few months 
after spontaneous rupture, or tapping, but 1 am 
unacquainted with any other case in which a cyst 
containing so large a quantity of fluid arose and 
attained such proportions in an ovary, known by 
actual inspection to be of normal size seventeen 
months previously; that the ovary was capable of 
discharging its function subsequent to the first 
ovariotomy is proved by the most positive of all 
evidence, viz., that the woman became pregnant. 

This case clearly demonstrates that a cyst may 
arise in a healthy ovary and attain a dangerous 
size within seventeen months . 

2. Ovarian Adenoma. In August, 1891, I re¬ 
moved from a single woman, 48 years of age, a 
large adenoma of the left ovary; a loculus of the 
tumour had burst, probably some weeks prior to 
the operation, and a large quantity of colloid stuff 
had accumulated in the peritoneal cavity. During 
the operation the right ovary was inspected; it 
corresponded in size and appearance to the ovary 
of a woman at the menopause. The patient had 
ceased to menstruate a year previously. 

During the three succeeding years this woman 
followed her occupation, that of a cook, without 
let or hindrance. In February, 1895, whilst 
vomiting she felt sudden pain in her belly, and 
subsequently noticed herself become unduly stout. 
Two months later she sought my advice, and on 
examination I detected an ill-defined tumour. 
She was admitted into the Chelsea Hospital for 
Women, and I performed ovariotomy. On incising 
the parietes, a large quantity (four quarts) of thick 
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jelly-like stuff was encountered and removed; then 
the shrunken remnant of the tumour, which proved 
to be an adenoma of the right ovary, was drawn 
out, ligatured, and removed. The remains of the 
colloid tissue were washed out with a full stream 
of water at iio°F. Recovery was rapid and 
complete. In this instance we have positive 
evidence that a complex glandular tumour , con¬ 
taining at least four quarts of colloid stuff, may 
grow from an ovary of natural sixe within a space 
of forty months . 

3. Ovarian Dermoid . The following case is re¬ 
corded by Flaischlen:—In May, 1887, Ruge 
ovariotomised a woman, removing a cyst as large 
as a child's head, which had arisen in the left 
ovary. The right ovary was inspected, and found 
to be natural. 

In June, 1888, a tumour, the size of a fist, was 
detected on the right side of the pelvis. In De¬ 
cember, 1890, laparotomy was again performed, 
and a dermoid, containing hair and teeth, re¬ 
moved. 

In this case the evidence is decisive that a der¬ 
moid may arise in the ovary and attain dangerous 
proportions in an adult woman within the space of 
three years . 

That a tumour containing hair and erupted 
teeth should be produced in the course of three 
years is not inconsistent with the rate at which 
these organs are formed under normal conditions. 
For instance, the period between the fertilization 
of an ovum and the eruption of the milk incisors 
in man is about fifteen months; in exceptional in¬ 
stances children are born with incisors above the 
gum. In such cases the process occupies less 
than nine months. 

The facts in Ruge’s case throw some light on 
the instances of double ovariotomy during preg¬ 
nancy in which both ovaries were metamorphosed 
into dermoids, and the surgeons have been puzzled 
that ovaries in such a condition should be capable 
of yielding eggs. It is not improbable that the 
conversion of the ovaries into dermoids was coin¬ 
cident with, and perhaps in a measure, encouraged 
by the concurrent pregnancy. 

Certainly the fact that a typical dermoid may 
arise in an adult ovary ought to be sufficient to 
convince the writers of elementary text-books on 
Diseases of Women that ovarian dermoids are not 
due to inclusion of surface epiblast. 


A CLINICAL LECTURE 

ON CASES OP 

DIPHTHERITIC PARALYSIS, 
CHRONIC GOUT, AND TUBERCLE. 

Delivered May 28, 1895, 

By ARTHUR J. HALT,, 

B.A., M.B. Cantab., M.R.O.P., 

Hon. Physician to the Sheffield Royal Hospital; Lecturer 
on Physiology to the Sheffield School of Medicine. 


Case 1. Diphtheritic Paralysis. 

Notes . G. M., schoolboy, aged 7 years, ad¬ 
mitted into the City Fever Hospital on March 
17th, 1895, under Mr. Caley (to whom 1 am in¬ 
debted for the case and its history). Illness began 
February 20th, with sore throat, vomiting, and 
“ croupy ” cough. On admission (twentieth day 
of disease) the tpnsils were enlarged; no exuda¬ 
tion; voice was “snuffling"; solids swallowed 
easily; liquids returned by the nose on several 
occasions; anaesthesia of the soft palate; pulse 
small and feeble; no cardiac murmur. Two more 
children of the same family died from cardiac 
failure during diphtheria within a week of admis¬ 
sion. 

On April 2nd (that is six weeks after the com¬ 
mencement of his illness) he was admitted into 
the Royal Hospital under my care, and the follow¬ 
ing brief notes were made:— 

Peculiar monotonous nasal voice, high pitched. 
Partial paralysis and anaesthesia of soft palate. 
Partial paralysis of muscles of legs and trunk; 
could not sit up without falling forwards, or stand 
at all. No loss of sphincter control, no strabis¬ 
mus, no paresis of arm; patellar reflexes abso¬ 
lutely lost. No difficulty in swallowing. No 
pains, tingling, or numbness. No anaesthesia of 
legs or trunk. 

May 26th. Under treatment the voice began 
to return to normal condition about two weeks 
ago, and is now quite natural. He can also sit 
up in bed all day, and stand with the help of a 
chair. There is no paralysis or anaesthesia of the 
soft palate. The legs are much wasted and very 
weak; the toes dropped. Muscles react very 
sluggishly to the constant current. Patellar re¬ 
flexes absent. Plantar reflexes absent, but cremas¬ 
teric well marked. No loss of sensation to touch. 
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Remarks , This sequela, or after-result of 
diphtheria, occurring during convalescence from 
the acute poisoning, is not very uncommon, and, 
although alarming to the patient and friends, is 
not often fatal. It usually begins two or three 
weeks after the decline of the fever, but may 
begin any time during the disease, or as late as 
four or five weeks after it. The characteristic 
features of this nervous sequela of diphtheria are:— 

(1) Its commencement in the soft palate. 

(2) Its shifting irregularly from one part to 
another. 

(3) The varying amount of sensation and motion 
affected. 

(4) Its complete disappearance in the course of 
a few weeks or months. 

The earliest symptoms are those due to par¬ 
alysis of the soft palate, namely:— 

(1) Peculiar nasal characters of the voice. 

(2) Difficulty in swallowing liquids, which tend 
to regurgitate through the nose. 

On examining the throat the soft palate is found 
to remain motionless, and to have lost sensation. 
Paralysis and anaesthesia of various parts of the 
body appear at intervals, according to the severity 
of the case, the most frequent being in the eye 
muscles (causing squint), in the legs, and later in 
the trunk and arms. Sometimes in severe cases 
the muscles of deglutition and respiration are 
affected, causing a fatal result. In fact there is 
scarcely a part of the body that may not be 
affected in different cases. The affected muscles 
tend to atrophy and to cease to react to Faradism, 
whilst doing so sluggishly to the constant current. 
What part of the nervous system is affected ? 
Since there is loss of both sensation and motion, 
it is evidently not an affection of the muscles only, 
or of the peripheral endings of the nerves. 

In this case I cannot make out any distinct areas 
of loss of sensation in the limbs or trunk, but there 
is great loss of power, and much wasting, together 
with diminished response to the constant current. 
The patellar reflexes are absolutely lost. These 
conditions are compatible with disease in the 
ganglion cells of the anterior cornua of grey matter 
of the cord. When, however, irregular anaesthesia, 
with numbness and tingling in the limbs are also 
present, it is evident that such a lesion would not 
account for them, and the symptoms point to a 
peripheral neuritis. Autopsies on such cases are 


rare, and we have no absolute facts to go on as to 
the lesion. The treatment consists of tonics and 
fresh air, iron, strychnia, etc. Keep the muscles 
in good order by massage and galvanism until the 
nervous system recovers. 


Case 2 . Chronic Gout. 

Notes. Man, aged 44, gardener, admitted into 
the hospital under my care, April 29th, 1895. 
Taken beer in large quantities. No serious ill¬ 
nesses. No history of gout in any of the family. 
Began with acute attack in little toe seventeen 
years ago. Since then has never gone more than 
four or five months without an attack. Has had it 
in feet, hands, ankles, wrists, elbows, knees, and 
slightly in left shoulder. Attacks in hands last 
longer than those in feet. 

Remarks. A glance at this patient as he stands, 
or as he lies in bed, gives the clue to diagnosis; his 
ears are loaded with tophi, or deposits of urate of 
soda, and the joints of his hands and wrists are 
deformed in a perfectly characteristic manner. 
You will often see small projections of cartilage at 
the edge of the pinna, which look white, and may 
be mistaken for tophi. You can easily diagnose 
them by pulling the skin slack over them, when the 
white appearance vanishes at once, for it is merely 
due to anaemic skin. Always remember to try 
and find out about a patient all that you can from 
looking at him before you begin to touch him. In 
arriving at a diagnosis you make use of four 
special senses, your sense of sight, hearing, smell, 
and touch; now of these the sense of sight is of 
the greatest importance, and besides telling you all 
about the surface, will often be a guide to the 
condition of the deeply-situated .organs. There is 
always a burning desire in all of us to listen or 
feel instead of look, and we tend to lose very 
greatly thereby, more especially as we can look 
without the patient being aware of it, and whilst he 
is getting through his own account of his illness* 
This patient, then, is suffering from a chronic 
tendency to form uric acid as one of his end 
products, it is part of his constitution, and he will 
never get rid of it. It has already damaged most 
of his smaller joints, rendering him unable to 
work, and more than that, it has damaged his 
kidneys, so that he is unable to get rid of his 
waste products normally. Thus, his daily amount 
of urine is reduced to 24 oz. instead of 52 oz., the 

Digitized by Google 



The Clinical Journal.] 


DR. HALL—DIPHTHERITIC PARALY3IS, ETC. 


[June 19,1895. U9 


sp. gr. is only 1014, and there is a trace of albu¬ 
men. It is not the. daily loss of this infinitesimal 
quantity of proteid that makes the discovery of it 
of paramount importance, but the evidence that it 
affords of his kidneys being incompetent There 
are in this patient three indications for treatment, 
firstly, to give him as little as possible of anything 
which tends readily to form uric acid, so as not to 
increase his stock: secondly, to dissolve and get 
rid of all the excess he now has stored in his 
tissues; thirdly, to throw any extra work we 
possibly can on to his other excretory organs> 
namely, the skin, the intestines, and the lungs, so 
as to save his kidneys. There are practical 
difficulties in all these three methods, partly from 
our ignorance, and partly from the inapplicability 
of the proposed remedies, but the most we can do 
is to carry out the treatment as far as our limited 
powers go. 

Case 3. Pulmonary Tubercle with Pity¬ 
riasis Tabescentium. 

Been ailing all his life; worse the last few 
years. P. C. Extreme emaciation; pinched ex¬ 
pression; bright hectic flush; hot skin; respira¬ 
tion frequent; rattling cough, short and quick; 
clubbed fingers; dry lips; discharge from nose; 
hair scanty, coarse. All over body, except the 
face, epidermis is so dry and non-coherent as to 
peel off like tissue-paper; it also cracks in various 
directions, so as to form square or diamond¬ 
shaped areas. The appearance is just like that of 
a cadaver that has been in carbolic preserving 
fluid some time. The skin beneath is perfectly 
normal in colour. There is consolidation and 
excavation of the left upper lung. Pulse 156; 
full, easily compressed. Temperature up every 
night to ioo° or ioi°; down to normal or sub¬ 
normal in the morning. 

Remarks . There are several features worth 
noting in this boy. In the first place, the curious 
condition of his skin; his hair is scanty and 
coarse, and there are dry scales and sebaceous 
matter matted in it. Over the rest of his body 
the skin is extremely dry, so that the superficial 
layers of epidermis contract and cause cracks in 
various directions, giving the surface the appear¬ 
ance of crocodile’s skin. On rubbing it the top 
layers peel off like thin paper. The colour of 
this shedding layer being darker than that of the 


deep layers seen through the skin produces a very 
curious appearance at first sight. This condition 
is not very uncommon in persons suffering from 
wasting diseases, and is known as “ pityriasis 
tabescentium”; it is due to a deficiency in the 
sebaceous secretion, and is only part of the general 
wasting, which is extreme. The other features I 
will leave until you have seen the next case, when 
we can compare the two. 

Case 4. Tubercular Ulceration of the 
Bowels. 

Notes . E. W., girl aged 15 years, was admitted 
on April 25 th, 1895. Lead-poisoning when 9 
years old. Menstruation began one month ago. 
No family history of tubercle. Began to be ill 
about Christmas, 1894, with abdominal pain and 
distension, diarrhoea, troublesome cough, extreme 
emaciation and weakness. She is now extremely 
wasted; there is some dulness at the left apex, 
but the physical signs in the thorax are very 
meagre. The abdomen is much distended and 
tympanitic, distinctly more resistant in the right 
iliac region, where there can frequently be felt 
intestinal contractions and gurgling on pressure. 
There is no dulness in the flanks. The first car¬ 
diac sound is extremely weak; pulse 112, very 
small and soft, beats run into one another, and 
are irregular in force; respirations 26; vomiting, 
loss of appetite, great prostration. 

Remarks . The chief points on which the diag¬ 
nosis of this case rests are : (1) Extreme and rapid 
emaciation, (2) Irregular hectic temperature, (3) 
sweating, (4) the abdominal pain and distension, 
chiefly about the right iliac fossa, (5) diarrhoea. 
The only other diagnosis at all possible is enteric 
fever, but the illness has been too gradual and 
prolonged; there has been no rash on the abdo¬ 
men, no delirium, and the temperature has not 
been characteristic. We have here, then, two 
cases in which the tubercle bacillus by its inva¬ 
sion into the system has caused, not only local 
destruction of organs—namely, the lungs in one 
case, the intestines in the other, but has done far 
more than that, namely, has caused extreme ema¬ 
ciation, high fever, and before long will cause 
death from exhaustion. Evidently the general re¬ 
sults of the disease are much more grave than the 
actual loss of tissue destroyed by the bacilli would 
account for. Take, for instance, the case of the 
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girl with tubercular ulceration of the bowels, the 
actual amount of tissue destroyed will be found to 
be comparatively slight, and yet she is profoundly 
ill. This is a very general law in severe cases of 
tuberculosis, and is due to the general poisoning 
of the whole body by the products of the bacillus 
growth. It is the poison produced by the bacillus 
that is causing the pyrexia, the emaciation, loss 
of appetite and vomiting, and consequently the 
patient loses at both ends, so to speak. The 
extent of the local damage and of the general 
gravity of the case in tubercle are not always com¬ 
mensurate; in other words, the most fatal cases 
have by no means the most marked physical 
signs. You will see cases of extensive tubercular 
destruction of the lungs in which the physical signs 
are well marked, and yet the patient keeps in fairly 
good condition—a chronic invalid, whilst in other 
cases there is every evidence of a most serious and 
grave illness, and, on examination, the physical 
signs are very slight. Do not make your prognosis 
so much upon the extent of the local disease as 
upon the general symptoms pointing to system¬ 
poisoning. Also remember the enormous import¬ 
ance of preserving the capacity of taking in 
nourishment in tubercular patients; as soon as 
they cease to be able to take in support their con¬ 
dition becomes much more grave. It is instructive 
to compare the temperature in these two cases. In 
the boy (Case 3), there is an evening rise to ioo° 
or ioi°, or more, and a morning fall, sometimes 
below normal, usually not so low. In the girl 
(Case 4), the temperature is very irregular, but is 
usually higher at night than in the morning. In 
fact, during the last week, the temperature in the 
morning has been about 96°, and at night has only 
reached 98° to ioo°; this very low morning tem¬ 
perature indicates a tendency to collapse, and is a 
bad symptom. Notice also that all through these 
two cases, in spite of the fever, sometimes high, 
there have been no cerebral symptoms, such as 
delirium, and that the patients themselves remain 
cheerful. Lastly, I want you to notice in each the 
striking facial appearance, or “ facies,” extreme 
wasting, hollow temples, prominent cheek bones, 
sunken eyes, long dark eyelashes, with a bright 
large florid patch on the cheeks, known as the 
“ hectic ” flush. 

(N.6.—Case 4 died June 2nd. No autopsy was 
permitted.) 


SUCCESSFUL TREATMENT 

OF A CASE OF 

DIPHTHERIA BY INSUFFLATIONS 
OF PURE SULPHITE OF 
MAGNESIUM. 

By BROWN LOW R. MARTIN, M.B., Dublin. 

On the 13th of May, R. L., a little girl of four-and- 
a half, came under my treatment. Two days 
previously the mother’s attention was attracted to 
the swollen condition of the “ parts beside the 
ears,” and believing that the child was sickening 
with mumps, she sought medical advice. On 
examination it was found that the parotid and 
submaxillary glands on both sides, particularly 
the right, were greatly enlarged. On looking into, 
the mouth it was perceived that from the tonsils 
and pharynx on both sides a thick secretion was 
freely exuding. A tube of blood serum having 
been inoculated with some of the exudation, the 
parts were freely insufflated with pure magnesium 
sulphite. The child was isolated, it having been 
pointed out to the mother that the case was one of 
septic sore throat, probably diphtheritic. On the 
14th the character of the secretion was so much 
altered and improved that hopes were held out 
that the latter might not be so, but these hopes 
were soon shattered by a telegram from the 
Clinical Research Association, to whom the tube 
had been forwarded, saying, “ Bacillus diphtherias 
present.” The insufflations were therefore re¬ 
peated as often as possible, with the result that on 
the next day, the 15 th, the exudation had almost 
disappeared, and on the 16 th it had vanished and 
did not return. The child was kept under obser¬ 
vation until the 21st, when the visits were 
discontinued, as she was quite well. Apart from 
the interest which must arise from the rapidity of 
the cure in this case, it appears to me that the 
total absence of any secondary toxaemia is a most 
important and convincing proof of the primary 
local character of this disease. This case was 
treated throughout locally, and alone locally, and 
for three days only, and in that short space of 
time every sign and symptom of the malady was 
destroyed, although the report from the Clinical 
Research Association was as follows:—“ The 
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twenty-four hours’ growth on blood serum con¬ 
sisted of numerous small white colonies which 
microscopically proved to be Diphtheria Bacilli 
practically pure.” I would call attention to the 
great importance of an early application of this 
remedy in case of suspicion, and again to the 
absolute need of bacteriological proof in order to 
form a correct diagnosis in this malady. On the 
13th inst., when the case, was first seen, I should 
undoubtedly have pronounced it to be Diphtheria, 
but after a few insufflations, on the morning of the 
14th, I would, with equal certainty* have given a 
totally different opinion. It seems to me surprising 
that the Government of England, the wealthiest 
nation in the world, should be behind-hand in 
appointing bacteriological laboratories, to which 
every practitioner might send specimens for 
analysis gratis , when the life or death of a patient 
may depend on a correct diagnosis, besides the 
danger of spreading an insidious and malignant 
infectious disease; and that it should be left to 
the enterprise of private individuals to perform the 
duty which should pertain to the State. 

Shaftesbury R,oad, 

Ravenscourt Park, W. 

Note by the Editors .—We publish the above case, 
without offering any comment on “ post or propter,” 
that any of our readers may try the remedy should 
they feel disposed. We have already published 
a criticism on Dr. Martin’s Brochure on Diphtheria 
treated by Magnesium Sulphite, and we still 
adhere to the statement there made, that “ if Dr. 
Martin’s results are even approximately correct, 
antitoxin may fall into the background as a cure.” 


Antidote for Carbolic Aoid Poisoning._ 

Schobert recommends (Pharm-Zeit) saccharate of 
lime as an antidote in phenol poisoning, as long as 
the poison is still in the stomach. After it has 
passed into the intestines, sodium sulphate is the 
proper antidote. The saccharate of lime is pro¬ 
posed as follows :— 

R: Fresh quick Jime ... 15 parts 

Su «ar . 25 „ 

Water ... ... ... 1000 „ 

The solution thus prepared contains five per 
cent, of calcium hydroxide. This preparation is 
also a good antidote in oxalic acid poisoning. 


REVIEW* 


The Use of Shorthand by the Student , with 
Examples . Issued by the Society of 
Medical Phonographers. (London : 
Sir I. Pitman and Sons, 1, Amen 
Corner). Published at 8 d. 

In twenty-seven pages of beautifully lithographed 
shorthand, the whole subject of note-taking is con¬ 
sidered ; and this pamphlet may be regarded as 
the most perfect exposition of the general principles 
and details of note-taking that has yet appeared in 
print, and one which will be read by medical 
phonographers with great profit. 

As an example of the help shorthand can give 
we are told that some of the specimen notes in 
this pamphlet are from the note-books of a student 
who was awarded the gold medal on taking his 
M.D. at the London University, as well as the 
first place and medal at the class examination in 
physiology, and the gold medal for the same 
subject at his first M.B. examination. The only 
source of systematic reading were the students 
own shorthand notes, to the exclusion of any 
systematic text-books. 

Verbatim notes are not recommended, and a 
free use of longhand for headings and summaries 
is suggested, the mental training involved in the 
making of these summaries, and the thoroughness 
of work they imply, being duly pointed out. 
Useful suggestions are made for note-taking in 
the different lecture-rooms, and the value of short¬ 
hand at the bedside, in the out-patient room, as 
well as for making excerpts of books or papers 
and jotting down casual observations, is not only 
mentioned, but referred to in detail. No detail is 
omitted, not only is the choice of pens and paper 
alluded to, but the best way of ruling the note¬ 
book is described. 

As the advance of the arts and manufactures 
has been directly dependent upon the perfection 
of the tools placed in the hands of the worker, so 
also does the success of the student depend upon 
the aids to his work, of which none can give him 
greater help, both in his student- and his after- 
career, than shorthand, and it is to be wished that 
shorthand may be made an extra mark-bearing 
subject of the preliminary examination. 
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THERAPEUTICAL NOTES. 


Vomiting of Pregnancy.— Dr. Goodell recom¬ 
mends ( Pacific Med, four,) the following:— 

Cerii oxalat . gr. i 

Ipecacuanhas .gr. i 

Creasoti.gtt. ij 

M. Sig.—To be taken every hour until nausea 
is controlled. 


Pruritus Yu1y» of Menopause.— Morphine 
sulphate , 6 grains; boricacid % i{ drachms; camphor - 
water y 6 fluid ounces. Mix. Label: Poison. 
Apply to the affected parts after ablution with 
warm water and Castile soap. 

(Philadelphia Polyclinic .) 

A Hew Enteric Pill. —Dr. Louis Waldstein, 
following on the lines of Unna in his endeavour to 
provide a medicine which, taken by the mouth, 
should reach the upper part of the intestine with¬ 
out being dissolved in the mouth or stomach, 
recommends a mixture of shellac and salol dis¬ 
solved in alcohol. This mixture can be spread 
over a pill in a very thin layer, and remains un¬ 
changed and perfect, without becoming brittle, for 
an indefinite time. He has found by experiment, 
both clinically and in the laboratory, that such a 
pill passes the stomach unaltered, but that it is 
speedily dissolved afterwards, as the contents of 
the pill could be traced in the urine and faeces. 
He thinks that this line of treatment might be 
adopted with advantage in cases of typhoid fever, 
in anaemic girls with constipation, and in diabetes 
presumably dependent upon pancreatic disorder. 

{New York Med, Journal.) 

Treatment of Boils.— It is desirable to have 
other resources than the knife and the antiseptic 
lotion in the treatment of boils, inasmuch as the 
mere mention of the lancet is painfully distressing 
to some over-sensitive natures. Van Hoorn 
employs a method which fulfils the threefold con¬ 
dition of being antiseptic, comparatively painless, 
and said to be very effectual. He first makes the 
patient’s body aseptic by washing the whole of it 
quite clean with tepid water and potash soap. He 
then proceeds to a still more perfect purification of 
the boil and the surrounding inflamed parts by haying 


them thoroughly washed with corrosive sublimate 
solution of the strength of i in iooo. Here 
perhaps we may interrupt our description by the 
suggestion that a solution of the biniodide of 
mercury, which, according to Bolsheolsky, Luff, 
Illingworth, and others, is a safer and more 
powerful germicide than the perchloride, might be 
employed instead. Having made the outer parts 
thoroughly aseptic Van Hoorn completely covers 
the furuncle and its immediately surrounding area 
with a phenol and mercurial plaster. This he 
changes daily. Of course it may be changed 
oftener if necessary. If the furuncle have 
reached the definitely purulent stage it bursts. 
The contents are then thoroughly squeezed out 
and the cavity cleansed with the sublimate solution. 
It sometimes happens, however, that treatment is 
commenced before fluctuation has declared itself 
and in that case absorption and abortion may be 
looked for. It is said that the results obtained are 
excellent. The inflamed parts quickly return to the 
normal state, cicatrisation is rapid, and the cure is 
both pleasant and prompt. It would be well that this 
method of treatment should be extensively tried. 
If it should prove as effectual in other hands as in 
those of Van Hoorn it will be a distinct addition 
to the resource of general practice. 


Treatment of Cholera Infantum by Large 
Doses of Water. —Jules Para reports {Rev, men,des 
Mai, de rEn/ance) five cases of cholera infantum 
treated successfully in accordance with the plan of 
Luton, of Reims, and Remy, of Nancy. He be¬ 
lieves that by this method almost all children 
affected while in good health may be saved if seen 
by the physician sufficiently early. In accordance 
with Remy’s method, in the beginning of the treat¬ 
ment all food is interdicted, this restriction to be 
maintained for a number of hours, according to 
the strength of the child, and the intensity of the 
disease. Then, to answer the immediate indica¬ 
tions, to calm thirst, cleanse the digestive tract of 
the poisonous substances which it contains, and to 
restore to the blood the liquid lost, and re-establish 
normal blood-pressure, water is prescribed. Plain 
water, however, is not suitable, nor is an acidulated 
solution. A feebly alkalized and sparkling water, 
like that of Soultzmatt or Vais, has proved most 
acceptable. At first, small doses are given, fre¬ 
quently repeated, as long as thirst is evident; and 
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in this way, in a few hours, a quarter, half, or even 
an entire litre may be taken. When the gastric 
intolerance is extreme, the first doses are rejected; 
but this irritability will soon subside under persistent 
administration. The cry, which indicates the suffer- 
ings of the organism deprived of water, quickly 
ceases, and a period of quietude supervenes. 
Under the influences of the absorption of water 
Into the blood the circulation is re-established and 
all the alarming symptoms subside. While, how¬ 
ever, the child is thus saved from its impending 
peril, the success of the case naturally depends 
upon the subsequent treatment, which is carried 
out by the cautious administration of well-diluted, 
sterilized milk, increasing the strength of the mix¬ 
ture gradually until the pure milk can be borne. 


Nosophen. —Siefert (fVien. Klin. Woch.) gives 
the results of a trial of nosophen, or tetraiodide of 
phenolphthalein, which contains 60 per cent, of 
iodine, is soluble in alkalies (in which it remains 
unchanged), slightly soluble in alcohol, and in¬ 
soluble in water and acids. It is valuable for in¬ 
sufflation in the after-treatment of galvano-cautery 
operations in the nose and naso-pharynx, having 
no taste and odour, and being non-toxic. He found 
it more effective in rhinitis than other remedies, as 
it seemed to heal the inflammation and lessen the 
secretion more rapidly. He also used it as a 
powder in some cases of venereal disease, with good 
results. 


Nenrodin. —This analgesic, introduced in 1893 
by von Mering, was tried by Ugo Lippi (II Polic- 
linico) in fourteen cases of neuralgia and pains of 
various kinds. He used doses of 0*5 to 3 grammes 
(7{ to 46 grains), and found that these could be 
repeated several times daily without causing any 
untoward effect except occasional diarrhoea and, 
in (rare instances, a lessening in the number of 
heart-beats. It was effective in soothing pain, 
whether due to neuralgia or to some organic affec¬ 
tion ; but he states that the analgesic action is not 
so strong as that of other similar remedies, while 
the fact that it is not readily soluble in ordinary 
vehicles renders it inconvenient for general use. 


Bubo—Fontan’s Method— Wash and disinfect 
region carefully with Van Swicteris fluid, diluted 
with hot water, and using soap if necessary. Make 


an incision, at the point of fluctuation, with a 
lancet if the skin is thin, with a straight bistoury if 
the pus is deep. Evacuate the bubo completely; 
wash out the cavity with sublimate solution, 1 to 
1000, leaving this for several seconds in contact 
with the walls. If haemorrhage follow the pressure 
necessary to completely remove the contents, 
apply a tampon soaked in cold sublimate solution 
exercising pressure for several minutes. When 
haemorrhage has ceased, wash out cavity again 
with sublimate . Inject sufficient of a 1 to 10 mix¬ 
ture of iodoform and vaselin , liquefied by placing the 
vessel containing it in hot water at 122 0 F, to fill, 
but not distend, the cavity of bubo. Apply im¬ 
mediately a compress of cotton dipped in cold 
Van Swieten's fluid . Pain disappears from the 
first day, and cure is complete in from six to seven 
days. (Jour, de Mid . et de Chir. Prat.) 


Therapeutic Action of Mal&kin.— Dr. Ferdi¬ 
nand Merkel reports (Milnch. Med. Wocheri) 
eighteen cases upon which he has used this 
remedy. He has found it, as its name signifies, 
mild. Unpleasant symptoms, as tinnitus, headache, 
vertigo, loss of appetite, or delirium, were not 
noticed. The worst symptom was sweating, but 
this, in many cases, was completely absent. 
Upon the temperature it has an unmistakable 
influence, reducing it gently, slowly, restraining it 
for a period of short duration ; a lasting antipyretic 
effect was not observed in any case. As an 
anodyne it has rendered good service, although in 
intensity of therapeutic effect it does not bear 
comparison with antipyrin or phenacetin. As an 
anti-rheumatic it ranks with sodium salicylate and 
similar remedies in producing distinct improve¬ 
ment in swelling and painfulness of joints and 
muscles, yet in several cases, even in doses from 
seventy-five to ninety grains, equally as well as the 
usual salicylic preparations, it may completely fail. 
In spite of this it is an agreeable remedy, often 
acting favourably in articular rheumatism, and, 
with the exception of sweating, free from any un¬ 
pleasant symptoms. As an antipyretic and anodyne 
it acts slowly and mildly; if not with the prompt¬ 
ness of other remedies, at least without their un¬ 
pleasant effects. Especially it does not have any 
injurious effect upon the stomach. Whether it is 
proper to recommend the drug in larger doses, 
and more rapidly following each other, as one is 
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accustomed to do with sodium salicylate, is well 
worth further study. At present, however, it is 
four times as expensive as sodium salicylate, 
although it represents but 50 per cent, of salicyl- 
aldehyde, and this gives not much encouragement 
for increased dosage. The dose varies from 
fifteen to sixty grains per day, which is best 
administered in capsules, as it is insoluble in 
water and with difficulty soluble in cold alcohol. 


Disinfection of Sponges. —First wash them in 
sterilized water, then lay them for half an hour in 
25 per cent, soda solution, again wash in warm 
sterilized water, finally place them for twelve hours 
in cold dilute (1 in 6) sulphuric acid. 

( Zeitschr . fur Krankenpfl.) 


Aerol as Antiseptic.— Dr. J. Fahm, of Basle, 
has experimented with this substance with very 
satisfactory results. Aerol has for its basis gallate of 
bismuth with an iodine molecule introduced. It 
is a greyish-green powder, odourless and tasteless, 
does not decompose in the light. It has a vigor¬ 
ous drying action on open wounds, especially 
burns and chronic ulcers of the legs, and Dr. 
Fahm has found nothing that so quickly lessens 
the secretion and at the same time does not irri¬ 
tate the skin. 

( Corresp. BL fur Schw. Aerztc .) 


Cholelithiasis Rectal Injections of MO to 

000 00. (12 to 15 ounces) of olive oil are again to 
the fore as a remedy for biliary colic and gall¬ 
stones. Beginning with daily injections, Dr. Blum 
recommends them to be persisted in at increasing 
intervals. He asserts that time does not rob them 
of evacuating power, nor do they weaken peri¬ 
staltic action by continued repetition. 

(Munch. Med. Woch.) 

Diagnosis of Diabetes.— Prof. v. Noorden, of 
Frankfort, makes an important statement that in 
individuals who from heredity or other indications 
might be suspected of a tendency to diabetes, the 
administration of 100 gr. of grape sugar will decide 
the question. If the dose produces glycosuria the 
sooner a diabetic diet is adopted the better, if no 
glycosuria results the patient may be pronounced 
free of the tendency. 

(Deutsch Med. Woch.) 


Gallicin in Catarrhal Affections of the Eye* 

—Dr. Carl Mellinger has applied this remedy in 
similar manner to that in which calomel is often 
applied, viz., by dusting it freely into the conjunc¬ 
tival sac. In some patients it causes smarting, 
which soon passed off, or may be obviated by a 
little cocaine. It is especially useful in catarrhal 
conjunctivitis and follicular catarrh and phycte- 
nular affections, when the secretion is slight and 
the condition threatens to become chronic. The 
remedy is a methylaether of gallic acid and some¬ 
what resembles resorcin and pyrogallol in con¬ 
stitution.—( Corr. Bl. fur Schw. Aerztc.) 

Oxalic Aoid with Iron and Manganese 
Peptonates as an Emmenagogne in Chlorosis. 

—Dr. H. C. Bloom makes (Medical News) a 
second report on the value of oxalic acid as an 
emmenagogue. Since his previous paper he has 
used the drug in upwards of one hundred cases of 
amenorrhoea, and while it occasionally failed him, 
his experience still led him to regard it as the 
surest and safest emmenagogue we have. He 
thought it also reliable under certain conditions 
as an oxytocic. In chlorosis additional therapeutic 
measures were necessary, looking towards the 
establishment of a better condition in the blood. 
Frequently, however, even when the anaemia 
disappears, the amenorrhoea may persist. In such 
cases the combination of the ferruginous prepara¬ 
tion with oxalic acid has yielded in his experience 
the best results. His formula is as follows :— 


R Ferri peptonat ... 

... gr. xii 

Mangani peptonat ... 

... gr. ii 

Acid, oxalic, C. P. ... 

... gr. ii 

Alcoholis . 

... ziii 

Aquas . 

q. s. ad ziv.—] 


Sig.—Two drachms ter in die. 


Pilocarpine in Rheumatism. —Dr. Drappier 
calls attention (Jour, des Sci. Med.) to the fact 
that, though sodium salicylate may be regarded as 
a specific in articular rheumatism, it sometimes 
causes toxic symptoms so grave as to render its 
use impossible. In one such case, a patient who 
suffered from two or three attacks of rheumatism 
yearly, he used hypodermatic injections of pilo¬ 
carpine, formerly advocated for the disease, using 
£ grain, which led to complete recovery within six 
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Case I. Janus H, at. 45 years. 

During the first week of May one of the cases 
under my care in the infirmary formed the subject 
of a remarkable clinical picture. He was thin and 
haggard looking, sitting up in bed with his head 
turned towards the left and both arms resting on 
the locker by his side, exposing to view congested 
hands, with fingers that were becoming clubbed at 
the ends. Though only forty-five years of age, he 
looked quite ten years older. The head was 
thrown a little back, the mouth held partially open, 
and every indrawn breath was accompanied by 
marked stridor. His face was pale, but bluish in 
the shadows, the forehead moist and clammy, and 
his eyes followed our every movement with mute 
appeal for rest and quiet. He spoke no word 
unless asked a question, and then complained only 
of feeling very tired and short of breath. When 
the button of his shirt-collar was unfastened his 
clothes fell down off his emaciated shoulders, and 
we saw that his neck presented a most curious 
appearance. The larynx and trachea were not in 
the middle line, but were swung over, as it were, 
so much to the right that the trachea at its lower 
part disappeared behind the right stemo-mastoid 
muscle. As the neck muscles stood out at each 
inspiration it was seen that the left sterno-mastoid 
was much less conspicuous than the right, which 
was thrown forward in marked relief at each 
pulsation of the right carotid; on the left side 
there was very little pulsation. When he swallowed 
saliva a hollow suddenly appeared in the middle 
line where the trachea should have been: this 
exaggeration of the normal groove between the 
trachea and the left sterno-mastoid gave a very 


singular appearance to his throat, and one that is 
very rarely seen. Above and below the left clavicle 
there was no hollowing similar to that seen on the 
right side, the spaces appeared filled in, and over 
the swelling thus formed large veins spread 
towards the shoulder and breast, emptying them¬ 
selves into one almost the size of the little finger, 
which passed in front of the sternal end of the 
clavicle and disappeared through the first inter¬ 
costal space near the edge of the sternum. The 
whole of the upper part of the chest and the 
triangles of the neck pulsated with each cardiac 
beat, but the blood in the veins I have just 
mentioned had no individual pulsation, nor did 
the amount of blood in them vary with the move¬ 
ments of respiration. We noticed that the left side 
of the chest moved less than the right, and that 
with each inspiration the lower intercostal spaces 
were distinctly sucked inwards, and that this 
was more marked on the left side. On placing the 
hand against the chest wall behind a distinct 
impulse synchronous with the heart-beat could be 
felt below the angle of the scapula. The left pupil 
was smaller than the right, and the left pulse was 
very much smaller and softer than the right, but 
without any delay in the beat, as compared with 
that of the other side. With the help of the eyes 
and hands alone then we are able to conclude that 
a pulsating tumour was pressing on the trachea 
and pushing it over towards the right, was also 
obstructing the left main bronchus and seriously 
impeding the flow of blood through the left carotid 
and subclavian arteries, and hindering its return 
through the left innominate vein. The sym¬ 
pathetic fibres supplying the left pupil were 
interfered with, and there seemed little doubt that 
the oesophagus, and perhaps the thoracic duct also 
was being pressed upon, and lastly and most 
important of all—that the man had evidently not 
many days to live. I may add, in order to touch 
in a few details to the above picture, that his 
cough was troublesome, but not especially ringing 
in character; it was however accompanied by a 
frothy sputum often streaked with blood or rusty 
in colour. On examining the chest more fully 
slight general bronchitis could be made out, with 
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sounds as of a more destructive pneumonic pro¬ 
cess of the lower part of the left lung. It is 
interesting to note that although the trachea was 
so much displaced the nerve supply to the vocal 
cords did not appear to be interfered with. The 
appearance of the larynx as shown by the 
laryngoscope was most unusual. The trachea 
being twisted on its axis, as well as pushed to the 
right, the cords when closed formed a white line 
slanting from left to right from behind forwards, 
that is to say, the anterior portion was well over 
to the right. The cords moved to and fro equally 
and between them the tracheal cartilages could be 
plainly seen, but only as half circles, owing to the 
left halves alone being visible. In support of the 
view that the vagus was not especially irritated 
the laryngoscopic appearances tallied with the 
clinical observation that he had no brassy cough. 
The heart was much enlarged, and probably pushed 
outwards and downwards in addition, for the apex 
could be plainly felt in the seventh interspace in 
the mid-axillary line. A rumbling systolic murmur 
was heard all over the cardiac area, but no distinct 
diastolic murmur was heard anywhere. The only 
pain he complained of was of an aching nature 
across the small of the back, and he had not 
suffered from this for a longer time than a few 
days. Beyond relieving this pain and his distress 
of mind with opium, nothing could really be done 
for him in the way of treatment. 

Would this man die of suffocation, pneumonia, 
marasmus, or the bursting of an aneurysm ? Not 
of suffocation almost certainly, the lung process 
would probably be too rapid for this; but his 
bodily exhaustion was so severe that there seemed 
a likelihood of his dying of asthenia. He must 
have been on the point of emptying his aneurysm 
through the trachea several days before his death, 
which occurred rather suddenly and quietly one 
night about a week after the above notes were 
taken—because we found at the autopsy that the 
air passage was only separated from the blood-sac 
by a small pulpy mass, through which a probe 
passed with very slight pressure. If his strength 
had not failed him I think that within a day or 
two his aneurysm would have burst. I lay stress 
upon this point because it emphasizes the im¬ 
portance of not allowing a case of aneurysm to be 
excited in any way. I believe that a fright or a fit 
of temper lasting perhaps only for a few moments 


will do more harm to an aneurysm than can be 
remedied by weeks of patient and careful treat¬ 
ment I always impress this most deeply on 
nurses in my wards, and enjoin upon them, in the 
event of any discussion, to give way for the 
time if only to keep the man’s heart beating 
quietly. 

At the autopsy made for me by Dr. Kennan, 
my house physician, an aneurysm about as large as 
a cricket ball was found occupying that part of 
the aorta situated between the origins of the 
right innominate and the left subclavian, arteries. 
The left carotid arose from the upper part of the 
swelling, and was removed from its brother vessel, 
the subclavian, by a distance of two and a half 
inches. Just at the side of the origin of the left 
carotid there was a sacculated swelling coming off 
from the upper part of the main sac, and so full of 
hard clot that the lumen of the carotid vessel was 
considerably narrowed. The obstruction of the 
left subclavian was not due to clot but probably 
to its position, because the first inch or so ran in 
the wall of the aneurysm, and the calibre was 
probably narrowed each time the sac pulsated. 
The right innominate vein was patent, but the left 
was stretched over the front of the sac and so 
much fibrosed that it completely prevented the 
passage of a probe. The right azygos vein did not 
appear much enlarged. Just above the bifurcation 
of the trachea and on its anterior surface there was 
a small aperture stuffed with soft clot, permitting a 
direct communication between the air passage and 
the aneurysmal sac. A probe passed through 
quite easily when pressed against the soft dot. 
There was no sign of disease of any of the valves 
of the heart. 

The oesophagus was in close contact with the 
posterior surface of the sac, and pushed consider¬ 
ably over to the left. There was no evidence after 
death that the thoracic duct was directly obstructed 
by pressure from the sac. 

There were some scattered recent tubercles in 
the lower parts of both lungs, but no sign of 
destructive pneumonia due to pressure such as the 
rusty coloured sputum had led us to suspect. It 
is probable that this discolouration really arose 
from the mucous membrane of the trachea. 

The aneurysm in this case must have grown with 
great rapidity, at any rate towards the end of the 
time. According to his own account he was per* 
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fectly well before Christmas last year, and now in 
May he is dead. His occupation as a metal worker 
was laborious, but curiously enough the first intima¬ 
tion he had of any illness was not an inability to 
work but a cough due to some bronchitis following 
a chill. This case seems to emphasize the import¬ 
ance of suspecting aneurysm when a bronchitis 
not clearing up under ordinary treatment is asso¬ 
ciated with basal cardiac murmurs. He did not 
get rid of this cough, and when I first saw him in 
January he had general bronchitis, a greatly en¬ 
larged heart with soft systolic murmur heard over 
the aortic area, no diastolic murmur but very 
markedly locomotive arteries. The signs and 
symptoms developed rapidly from this time till the 
final scene. We were unable to discover whether 
this man had ever had syphilis. 

Case II. Charles 0 . 9 cel. 62 years. 

The similarity in some respects between this 
case and the one just related was very striking, 
and curiously enough was most marked in the 
points which are least common. This is a well- 
made man, a miner by trade, with pulsation visible 
over the upper part of the chest. As in the last 
case the right carotid shows much more pulsation 
than the left, and the superficial vein passing in 
front of the sternal end of the clavicle is enlarged 
to conduct the blood from the left side of the 
shoulder into the chest. This vein so markedly 
enlarged in each of these cases is a communicat¬ 
ing branch between the external jugular at its 
lower part and the vein in the first intercostal 
space. The blood from the first space usually 
finds its way into the innominate vein by way of 
the intercostal vein, either anterior or posterior. 
When there is pressure on the innominate vein the 
blood can find an outlet by means of the com¬ 
munication between the superior intercostal and 
the right azygos veins. From the extraordinary 
enlargement of the vein over the clavicle in each 
of these cases it is probable that the blood from 
the sinus into which the external jugular vein 
empties itself finds a passage into the superior vena 
cava vid the superior intercostal and azygos veins. 
While the pulsation in the left carotid of each case 
was less than in the right, pointing to obstruction 
in the flow of blood to the left side of the head, in 
the case of Charles O. the pulses are not unequal, 
and there is therefore no evidence of pressure on 


the left subclavian artery. Again in each case the 
hollow above and below the clavicle was filled in 
with a swelling which received the pulsation just 
as the upper part of the sternum did, the aneurysm 
itself not actually causing this swelling. It can 
only be accounted for by the secondary oedema 
and subinflammatory condition associated with the 
venous block. This general swelling above and 
below the clavicle is not unfrequently seen in 
cases of aneurysm. It is important because it 
looks at first sight extremely like a thoracic growth 
and is apt to mislead the inexperienced clinical 
observer. At first sight then the physical signs of 
these cases were remarkably alike. The dissimi¬ 
larities however were none the less striking. What 
a different picture this man, Charles O., presents ! 
He walked up the ward from the garden where he 
had been sitting enjoying the open air, quickly 
stripped off his coat andf shirt and stood erect with 
arms akimbo. He is only short of breath on extra 
exertion, makes no complaint of any kind, and 
wants to go back to work. It was also just about 
Christmas of last year that this man noticed that 
anything was wrong with him; he had some pain 
at the edge of the ribs on the left side, which was 
thought to be due to a muscular strain at his work 
while excavating in a mine. This left him after a 
week’s rest and has not returned. Here then is a 
case of aneurysm causing obstruction of the left 
carotid artery and left innominate vein and up to 
the present exerting no marked pressure on the 
trachea, bronchus, oesophagus, thoracic duct, or 
nerves. 

The breath sounds in this man are equal on the 
two sides. A loud blowing double murmur can 
be heard over the upper part of the chest in front 
as low down as the upper border of the third rib, 
two and a half inches to the right of the sternum 
and one inch to the left. The second sound can 
be heard at the base accompanying the murmur. 
At the apex of the heart the second sound cannot 
be heard, being replaced by a soft diastolic murmur. 
This man is sixty-two years of age, and tells us he 
had a sore, which appears to have been syphilitic, 
some forty years ago. 


Case III. Chas. M. y at 44 years. 

My third case is a very good example of aneu- 
rysm of the first part of the aorta occurring in a 
calm, even-tempered man, and existing certainly 
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for five, and probably for seven, years. He is 
forty-four years of age, well made, and has a free, 
rather jolly manner. Although his brow is fur¬ 
rowed and his face exhibits to some degree the 
drawn expression so frequently found in sufferers 
from aneurysm, a merry twinkle in his eyes (of 
which the pupils are quite equal) is a guarantee 
that he does not fret, but makes the best of his 
present condition. Since his youth he has worked 
as a feller of trees and pit-sawyer, a particularly 
laborious life, on account of the enormous weights 
in the shape of logs that he was obliged to lift or 
move. I first saw this man five years ago, in 
1890, at the General Hospital, during the time 
that I was Medical Officer to that institution, 
where he was an in-patient under Sir Walter 
Foster. He told us then that he had suffered 
from a gnawing pain over the front of the chest 
for the space of two years, and that latterly the 
pain was very severe when he was at work, and 
was accompanied by a strong beating of his heart. 
He was kept in bed then for twelve weeks, and 
improved so much that he went out, but, failing to 
get work, he returned, was readmitted for two 
weeks, and then went home again. It is extremely 
interesting to note that this period of twelve weeks 
is the only time during the history of this man that 
he has kept the recumbent position. On leaving 
the hospital, he resumed work for fourteen weeks, 
and then was obliged to desist on account of the 
pain and palpitation. He managed to live on 
his friends and acquaintances—as these good- 
natured men so often succeed in doing—for 
some months, and finally entered the infirmary in 
1892. There has been practically no change in 
his condition during the last three years. 

He has now a slight prominence over the 
upper part of the chest in front, with a point in 
the second interspace two inches to the right of 
the sternum as its most elevated portion. For 
about two inches around this spot, where the 
expansile pulsation is very marked, there is 
dulness on percussion and the breath sounds 
are weak. The whole of the front and upper 
part of the chest with the triangles of the neck 
and clavicles pulsate visibly at each cardiac beat. 
The heart is enlarged: the apical impulse is in 
the nipple line and diffused over the fifth and 
sixth spaces. 

The heart sounds are heard very plainly all 


over the area of dulness and also on each side 
at the back of the chest. There is a soft dias¬ 
tolic murmur at the lower end of the sternum, 
and also at the apex of the heart. At the base 
of the heart there is a double murmur somewhat 
rumbling in character, but over the tumour no 
murmur accompanies the conducted heart sounds- 
Slightly enlarged blue veins can be seen over the 
front of the chest; the arteries at the wrists present 
no perceptible differences. 

There is not much doubt that this man has 
had an aneurysm in his chest for six or seven 
years, and even if his case ended now it would 
be a long one. Tne absence of serious symp¬ 
toms seem to be due (a) to the position of the 
aneurysm in the first part of the aorta, where it 
has found room to expand without compressing 
very important structures ; ( b) to his tranquil and 
even temperament; and ( c) to the fact that for 
so long he has led one of the most suitable 
lives possible for a man in his condition. If 
some of our wealthier patients suffering from 
aneurysm were fortunate enough nowadays to 
be poor they would probably live longer; for in 
an institution like this they are free from care, 
from the worry of over-zealous and fussy relatives, 
and from the temptation to disobey the orders of 
their physicians. 

Case IV. John W ., at 50 years. 

The main interest in this case attaches to the 
enormous size of the aneurysm and the extra¬ 
ordinary shape of the man’s chest. He was 
under my care for about four months towards 
the end of last year, and presented an appearance 
quite different from that of any of the patients 
whose cases I have just related. Fifty years of 
age, tall and gaunt, he shambled along with a 
marked stoop of the body forward and an odd 
twist of the chest to the left. He had much 
pain, as a rule cf a gnawing and throbbing 
nature, felt by him almost all over the front of 
the chest and round under the left armpit with 
a decided focus under the left scapula. He was 
short of breath on exertion, but had to some 
extent got used to this, for he could get about 
the ward and garden fairly well—-much better in 
fact than one would imagine from his appearance, 
for he looked harassed and worn out No per¬ 
suasion, however, would have kept him in bed— 
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even had I desired it—he said he felt worse 
there than anywhere. At night he did not lie 
down, but sat partially up in bed, leaning over 
to his left side. His breathing became distressed 
at once if he turned over to the right. His chest 
was of a peculiar shape. The antero-posterior 



diameter was much increased, being 12 inches in 
length, whereas the lateral measurement gave only 
10J inches. A cyrtometric tracing carefully made 
for me by Dr. Roberton, then acting as my House 
Physician, showed that in front of the chest at the 
nipple level there was a marked bulging to the 



right of the middle line, and that this prominence 
extended to the left of that line, and was most 
conspicuous just by the left nipple; so that the 
greatest antero-posterior diameter was not from 
spine to sternum but from spine to left nipple, 


and this gave a sideways twist to the outline of 
the chest. There was marked expansile pulsation 
all over the front and the left side of the chest, 
with dulness extending for two inches to the 
right of the sternum and completely round the 
chest to the vertebral groove behind. This ex¬ 
tensive area was bounded above by a line 
passing from the right sterno-clavicular joint 
across the front of the chest under the anterior 
axillary fold to just below the angle of the 
scapula. The lower limit passed through the 
ensiform cartilage, skirting the rib-edge to reach 
the eleventh space behind. The shape of the 
chest and the area of dulness are well seen in 
the accompanying diagrams. Below the angle of 
the left scapula marked pulsation could be seen 



and felt over the area between the ninth and 
eleventh ribs, and a loud systolic murmur could 
be heard just outside the scapular line. Quite 
close to the spine another murmur could be 
heard, not systolic, but occurring just before the 
cardiac beat. In front of the chest a systolic 
murmur could be heard below the left nipple over 
the region where the apex beat should have been, 
but no murmur was heard over any part of the 
pulsating tumour to the right of the sternum. 
There was no inequality of pulse or pupils, no 
interference with the action of the vocal cords, 
and no sign of tracheal tugging. The breath 
sounds were feeble, but equally feeble over both 
sides of the chest with the exception of the dull 
area, where they were almost absent. No evidence 
existed suggesting destructive pneumonia from 
pressure on bronchus or lung. He had a very 
slight cough, and this only occurred at times. 
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There could be no doubt that this man had a 
huge aneurysm in his chest, and the signs and 
symptoms seemed to point to an origin in the first 
part of the aorta. It is almost impossible to 
imagine so laige a dilatation arising from any other 
part of the vessel and not causing more serious 
pressure effects. The marked pulsation beneath 
the angle of the scapula suggested the possibility 
of a second aneurysm, arising from the descending 
aorta. The breath sounds, however, over the whole 
of the dull area were practically absent and con¬ 
tinuously so without any break. Moreover the 
beat of the impulse posteriorly was not delayed. 
Further there was a distinct continuous pulsation 
all round the chest in the lower axillary region, 
and no break occurred anywhere to suggest separ¬ 
ate foci. It was impossible to say exactly where 
the apex of the heart was situated, but I was in¬ 
clined to think it was felt beating in the axillary 
line, and that the marked impulse behind was 
caused by a later extension to the left of the 
original aneurysm, involving thus the whole of the 
arch, but not blocking or pressing upon any indi¬ 
vidual artery or vein. So large an aneurysm with 
so few signs of pressure is decidedly unusual. He 
was treated with iodide of potassium, and found 
that the vapor coninae relieved his respiratory 
distress considerably; it was ordered to be used at 
night as he was always worse on first going to bed. 
Towards the end of the year he went home of his 
own accord, and unfortunately passed out of my 
sight. A short time ago I heard from a neighbour 
who knew him that he died a few weeks after leav¬ 
ing the infirmary, but she was unable to give any 
further information about his decease. 

With regard to the history of this man, it appeared 
that he had suffered from shortness of breath for 
about three and a half years, and particularly 
so at his work as a fitter, a laborious occupa¬ 
tion. We did not obtain any definite history of 
syphilis. 

In conclusion, I may perhaps be permitted to 
say that by omitting from my descriptions of these 
cases of aneurysm all details which, although noted 
at the time of examination, are not especially dis¬ 
tinctive, I have endeavoured to reproduce clinical 
pictures rather than to record blue-book epitomes. 
I would particularly draw attention to the fact that 
none of these men showed the clinical sign known 
as “ tracheal tugging.” 


NOTES OF CASES DEMONSTRATED 
AT THE CLINICAL MUSEUM, 


BY 

JONATHAN HUTCHINSON, F.R.S., LLD. 


Jaundice, Acroteric Morphoea and Bronzing 
of the Skin. 


The case of a patient who was brought by Dr. 
Fletcher may be briefly described as follows:— 
She is a woman aged 54, who may not improbably 
have taken stimulants in some excess. She has 
had two attacks of jaundice—the first twenty-seven 
years ago, and the iastabout two years ago. She 
has been seriously ill, i.e. losing strength, for three 
years, and during this time her complexion has 
been getting darker. She is now bronzed, the 
colour being deepest in the parts exposed to the 
air. Thus on the sides of the face it ceases 
abruptly where the hair protects the sides of the 
scalp. The scalp itself is white. No pigment 
patches can be detected in the mouth, and in spite 
of her severe illness, her tongue is clean and quite 
normal. The tint of her neck and upper part of 
chest is very deep, and the bronzing extends more 
or less over the trunk, but does not involve die 
lower extremities. Her hands are somewhat 
swollen, and the fingers so stiff as to be almost 
useless. The terminal phalanx of all the digits is 
bent forward, and the joints are much enlarged. 
The fingers, and, indeed, the whole of the hand 
and the lower parts of the wrist, are hardened and 
more or less wooden. At the same time, there is 
no atrophic thinning of the skin nor any pallor. 
The sclerodermic condition ceases gradually on 
passing up the fore-arm. The skin of the upper 
arm is loose, and can be pinched. The sides of 
the cheeks, from the ears forwards to within an 
inch and a half of the nose, are again in a sclerosed 
state, feeling hard and more or less board-like, but 
not atrophic. This induration limits the play of 
her features, and prevents her opening her mouth 
widely, but the lips themselves are not involved. 
The central parts of her face, her chin, upper and 
lower lips, nose, and eyelids are soft and quite free 
from sclerosis. The skin of the forehead is, how¬ 
ever, somewhat tight. Stigmata are seen at various 
parts of the cheeks and forehead. The skin of the 
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neck is not in the least involved in sclerosis, being 
thin and loose. Along the clavicles, however, and 
on the upper part of the chest a slightly indurated 
condition is again encountered, and here the skin 
is symmetrically mottled with white lardaceous or 
ivory spots. These spots, which are arranged in 
symmetrical, broad bands along the clavicles, are 
seen also irregularly scattered over the upper part 
of the chest. None of these white spots are 
attended by any perceptible thickening. The 
patient’s feet are white, the skin feeling solid and 
a little hard, slightly oedematous, but showing no 
very definite changes. She complains that they 
are always cold. 

Comments . It is not likely that the patient in 
the case you have just seen will live long, and it 
might be prudent to defer a diagnosis. We may, 
however, with some interest investigate her several 
symptoms. It appears to me that she is the 
subject of a complicated disorder. Probably she 
has in the first place old standing liver disease, 
which has ended in contraction; next she is the 
subject of rheumatic gout; and lastly it is possible, 
indeed I think probable, that she has disease of 
her supra-renal capsules. Superadded to these 
maladies we have Raynaud’s phenomena, and 
what we may term acro-sclerodermia or acroteric 
morphoea. The terms “aero” and “acroteric” 
ate very useful as designating any affection which 
attacks the extremities as such, affecting the hands, 
feet, and head. In this instance we have acro- 
arthritis, i.e. destruction of the terminal joints of 
all the digits, as well as acro-sclerodermia, a board¬ 
like condition of skin most marked on the digits 
and ceasing gradually as we pass up the fore-arm. 
These acro-phenomena are always due in part to 
the influence of local conditions, cold especially, 
upon the extremities, and partly to that of the 
nervous system as influencing and controlling the 
blood supply. They are usually, as in this case, 
most marked in the hands, and next to the 
hands, in the face. The feet very usually suffer 
less than the hands, since they are habitually 
better protected. In this case we must note an ex¬ 
ception to what we should have expected in strictly 
acroteric symptoms. In the middle of the patient’s 
face, i.e. her nose and lips, there is no induration 
of skin. I have observed this in several other 
cases, and suspect that it is due to the fact that 
the facial branch of the great auricular nerve 


supplies the sides of the cheeks, and that it, and 
not the fifth nerve, is the one affected. The long 
belts of white spots on her clavicles are probably 
distributed by branches from the cervical plexus, 
but you will note that between them and the cheeks 
comes the neck, the skin of which is not in the 
least affected. This distribution of sclerodermia in 
zones is, however, not very uncommon, and our 
patient’s case, so far as these facts are concerned, 
offers nothing that has not been observed before. 
We have in fact herpetiform morphoea and acroteric 
morphoea in the same patient. 


Erythema Multiforme: Annual Recurrences. 

A young woman of twenty-five, in good health, 
shows us an eruption of red papules which 
cover the backs of her hands and fingers, and 
which she tells us sometimes form little watery 
spots at their edges. On the present occasion they 
do not do so, but this is not a severe attack. She 
has a few red spots on her face also, but they are 
not conspicuous. On former occasions she has 
had, she says, the eruption freely out on her face as 
well as her hands. She is quite familiar with her 
eruption, and tells us that her first attack was ten 
years ago, and that she thinks she has had one or 
two every year since. As to the influences which 
produce them, she can give us no clue. She does 
not think they are due to any articles of diet, or to 
any drug. She has never been liable to chilblains. 
She is not a catarrhal subject in any unusual 
degree, and if she does get wet feet, it results, she 
says, usually in a sore throat, and never brings out 
the eruption on her hands. She has had the erup¬ 
tion usually in spring, but she does not recognize 
any very definite influence of weather or season. 

Comments . This case must be placed amongst 
those which dermatologists know conventionally 
as Erythema Multiforme. Let us recognize clearly, 
however, that that is only a nominal diagnosis, and 
does not imply anything as to the nature of the 
disease. We have had before us several good cases 
of a precisely similar nature, and we have repeatedly 
discussed the question as to what are the possible 
causes of these eruptions. It may be that they are 
due to the patient having inadvertently taken some 
drug or article of diet against which there is an 
idiosyncrasy. Chloral, sulphonal, &c., will in 
some people produce similar eruptions. It maybe 
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that they should rank as a sort of catarrhal explosion 
occurring periodically under the influence of the 
nervous system, just as some people get a very 
bad cold once or twice in the year. The essential 
points for us to remember are that they are re¬ 
current, alike in all attacks, though presenting 
different features in different individuals, quite 
symmetrical and of limited duration. 

P.S.—In this case the patient was almost well a 
few days after the demonstration. 

The Sebaoeous Form of Ichthyosis. Tvo 
Sisters Affected. 

Remarks on Family Diseases . 

The patients in this case were two sisters, one 
aged nine and the other twenty-four, who were 
sent by Miss Webb, M.B. The younger girl 
showed on her face, and especially about the 
corners of her mouth, a slight degree of roughness 
and scaliness, such as may be often produced by 
cold wind or the use of an irritating soap. It was, 
however, the index of a much more severe affec¬ 
tion of the skin of the limbs. The skin of the 
lower extremities, more especially the legs, was 
dry and crinkly, like tissue paper. On the fronts 
of her knees there were thick crusts split up into 
small, square plates, and quite black. The same 
condition was present on the fronts of the ankles, 
and, to a lesser extent, on the backs of her arms. 
The skin of the body generally was harsh and dry. 
The patient stated, however, that she could sweat 
easily, and she considered that her eruption was 
generally worse in the summer. The soles of the 
feet and the palms of the hands were free. 

This patient's sister, a married woman of 24, 
showed almost precisely similar conditions, but yet 
more advanced. The thick, dry crusts adhered 
very firmly, but, as was demonstrated at the time, 
they could, by a little force, be detached without 
causing bleeding. In both patients they were 
located pretty much as are the patches of psoriasis. 
The elder patient had observed no influence from 
season. She thought that she could sweat as 
easily as other people. Both were in good health, 
and in each instance the mother held that no 
special peculiarity of skin was noticeable at birth, 
and that the conditions present did not begin 
until the children were several years old. There 


were eight living children in the family, and these 
two were the only ones who had suffered. 

Comments . Although the mother tells us that 
neither of these patients showed any peculiarity of 
the skin at birth, yet no one can doubt that they 
were born with a peculiarity of organization of the 
skin, which determined the state in which we now 
see them. This is one of the interesting lessons 
which what are termed “ family diseases ” offer for 
our study. When several members of the same 
family develop, as they advance in years, similar 
and very peculiar conditions, we may safely 
assume that there was a pre-existing and congenital 
peculiarity of structure. This assumption is the 
clue to the interpretation of a great number of 
apparently dissimilar facts. It applies to retinitis 
pigmentosa, to xeroderma pigmentosum, to 
ichthyosis, as in this instance, and to many other 
maladies. You have seen how closely similar are 
the conditions which these two girls present. Their 
disease is that form of ichthyosis in which there is 
a tendency to exfoliation of epidermis and to the 
accumulation of hardened sebum, like a coat of 
mail, on the surface. I have demonstrated to you 
that there is no papillary outgrowth, and that these 
hard, black crusts are wholly on the surface 
and may be scraped off. Their accumulation is 
indeed, to some extent, a matter of neglect. 
By vigorous washing, soaking, and oiling these 
crusts might be got rid of. There are other 
forms of ichthyosis in which more or less of 
papillary outgrowth is present from the first, 
and it is quite possible that in these cases, as 
a secondary condition, the papillae might grow into 
the crusts, as is sometimes observed when thick 
layers of ointment are allowed to accumulate for 
long. It is to be noted that in these cases the 
face is almost always free, possibly because it is 
always well washed. It will appear that local in¬ 
fluences have something to do with determining 
the changes, though probably they take but a very 
minor share. Many patients suffer from the con¬ 
genital peculiarity of skin which gives the tendency 
to ichthyosis without ever developing the latter in 
any conspicuous form. Such persons, however, 
remain through life liable to peculiar types of skin 
disease. Eczematous inflammation is not infre¬ 
quent in them, and often assumes much peculiarity 
of feature. What we describe and classify as if 
they were different kinds of skin disease are, I feel 
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sure, often modifications of the common types 
caused by congenital organization. It is by no 
means certain that the conditions which we know 
as psoriasis do not come into this category. I 
have repeatedly expressed the opinion that psoria- 
sis and ichthyosis are conditions which become i 
transrautable in hereditary transmission. j 


CLINICAL 

DEMONSTRATION OF CASES. 

Given at the Monthly Meeting of the North-West London 
Clinical Society, held at the North-West London 
Hospital, on Wednesday, June 19th, 1895. 

WILLIAM BOULTING, Esq., in the Chair. 


A peculiar form of Lupus Vulgaris. 

A woman, aged about 50, brought to us by Dr. 
Thompson, showed a somewhat peculiar patch, 
probably a form of lupus vulgaris, on the right side 
of her forehead. It had begun about two years 
and a half ago, and had developed to the size of a 
shilling. It was a soft, fleshy mass of considerable 
thickness, with an ulcer in the middle, which had 
occasionally bled. A sister of the patient had died 
of cancer. There was a strong history of lung 
affections in the family, and the patient herself 
appeared delicate, and had long had a bad cough. 
She had a single indolent pustule near the margin 
of the cornea. 

Comments. I am interested in this case because 
the patch is very similar in appearance to those 
which we have repeatedly seen in the case of Mrs. 
Mortimer. In both instances I believe that the 
disease is really a variety of lupus vulgaris, but in 
Mrs. Mortimer’s case especially there is much 
room for differences of opinion, for in her the 
patches are developed symmetrically, or almost so, 
and they occur on the backs of her arms as well as 
on her face. Neither in her case nor in the 
present patient is the condition of fleshy thickening 
precisely like what we know as “ apple jelly.” 


Eczema with Moderate Desquamation.— 

Salicylic acid , resorcin , and balsam of Peru , of each 
1 S| grains; precipitated sulphur, 1J to 2\ drachms ; 
vaselin and lard , each ij ounces. ( Therapeutique 
des maladies de la peau.) 


Chordee. —If necessary to give opium , use the 
following : R Pulv. opii, 6 grains ; pulv. camphorce , 
18 grains: ol. theobromce , q. s. M. Fiat suppo- 
sitoria vi. Sig.—Use one at bedtime. (Coll, and 
Clin. Record .) 


Dr. Harry Campbell showed two cases of ulcera¬ 
tive endocarditis, girls of thirteen years of age. 
He said he had a third example in the hospital, 
and the interesting point was the similarity of the 
cases In all there was a loud systolic murmur, 
the heart and liver were enormously enlarged; 
and there was precardial bulging. When the 
chest bulged in such a marked manner, the trouble 
might always be considered to date from early life. 
The treatment he had adopted in one case, and 
which he should repeat in the others, was bleeding 
by means of leeches. Sir William Broadbent had 
laid it down as a maxim that when the liver 
was enlarged there was no occasion to bleed the 
patient; but in the case already treated the pro¬ 
cess had been attended by the greatest possible 
advantage. He was also putting the patients 
through a series of about twenty exercises, the 
fundamental principle of which was to oppose 
gentle resistance to the work of the chief muscles 
of the body, as proposed by Dr. Shott. A patient 
was put through some of the movements. 

Dr. Campbell said it was essential for the 
patient to breathe naturally during the exercises. 
He had no doubt that after the exertion the pulse 
was less than formerly, and a few days of such 
treatment greatly improved the heart’s condition, 
and diminished the dulness observable on per¬ 
cussion. Dr. Shott’s treatment was absolutely 
empirical; no attempt at explaining the improve¬ 
ment had been made by the author, but he (Dr. 
Campbell) believed that the action was to facili¬ 
tate the transfer of blood from the venous to the 
arterial system. The exercises kept the muscles of 
the body in a state of gently sustained contraction, 
during which the arteries were compressed and 
the resistance increased, thus preventing the 
blood flowing so readily through the muscle. The 
peripheral resistance was increased, consequently 
less blood flowed into the veins, and gave the 
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latter a better opportunity of emptying themselves 
through the right heart into the arteries. 

Dr. Sibley asked in what particular form of 
heart disease Dr. Campbell recommended the 
muscular gymnastics described. He had known 
benefit accrue in some cases, but in others dis¬ 
tinctly the reverse. 

Dr. Guthrie pointed out that Dr. Campbell’s 
explanation cut both ways. He had said the 
result of the exercises was to increase the peri¬ 
pheral resistance, and lower the supply of blood 
to the veins, but with mitral regurgitation, in 
which the resistance in the arterioles was in¬ 
creased, there was the danger that the left side of 
the heart might not be able to cope with it, and it 
met with still more resistance from the left side. 

Dr. Wilbe pointed out the danger of forming a 
blood clot or granulation, and suggested that the 
muscular treatment should not be alone relied on. 

Dr. Campbell, in reply to Dr. Sibley, said his 
experience of the treatment was very limited, but 
he would regard it as specially applicable to 
chronic mitral disease, because its effect was to 
unload the venous system. In answer to 
Dr. Guthrie, undoubtedly more work was put 
on the left ventricle on his (Dr. Campbell’s) 
theory, but they must remember that in all 
cases of mitral disease it did not matter if 
they did increase the resistance of the left ven¬ 
tricle. The great danger in mitral disease was in 
the venous system behind the mitral orifice, and 
the left ventricle was quite able, in the ordinary 
cases of mitral disease, to cope with ordinary 
resistance. The great test was by results. In 
reply to Dr. Wilbe, there was no danger, he 
thought, of a blood clot or granulation, because 
the endocarditis had ceased and they were dealing 
with the result. He, of course, did not rely solely 
on mechanical treatment; their old friend digitalis 
could not be dispensed with. 

Dr. Cagney showed a case of peripheral neuritis 
in a man, aged 42. The patient had been under 
his care for some months, first at St. Mary’s, and 
afterwards as an in-patient at the Hospital for 
Epilepsy and Paralysis. There was no history of 
syphilis or any antecedent of importance. His 
present illness began eight years before with weak¬ 
ness of the right hand. Four years later the left 
leg failed him suddenly, and a few days afterwards 
there was paralysis of the right shoulder. From 
that time the hand slowly improved. The affec¬ 
tion of the leg was attended with pain ; it reached 
its worst in a few days, and has since slowly 
improved. Thus there were three separate inci¬ 
dents—paralysis of the right hand, the left leg, and 
the right shoulder; and there was no history of 
any illness, fever, diarrhoea, &c., with any of these. 

The patient’s state on admission was as follows: 
—Right hand wasted in the palm, and the flexor 


tendons prominent; the thenar muscles and 
abductor indicis wasted; the thumb could not 
oppose, and flexion by the interossei was impos¬ 
sible. The scapular muscles and deltoid wasted, 
and exhibit fascicular twitchings; but the arm 
could be raised, and there was no reaction of 
degeneration in the upper extremities. The hand 
suffered much from cold. The left was leg much 
wasted throughout, and the knee jerk absent. 
The wasted muscles were especially the external 
rotators, quadriceps, adductors, and all the muscles 
below the knee, and all of these exhibited well- 
marked reaction of degeneration when tested with 
the galvanic current. Examination of the urine 
revealed nothing. 

Dr. Cagney observed that this case was of 
interest because in his view the presence of 
degeneration in the leg muscles nine months after 
the incidence of an acute paralysis left no doubt 
that the lesion was peripheral, while on the other 
hand the distribution of symptoms was precisely 
that of progressive muscular atrophy. Moreover, 
the recovery of the shoulder and cessation of pro¬ 
gress in the hand showed that the disease was not 
progressive. Dr. Cagney referred to the work of 
Duchenne upon anterior poliomyelitis, and to the 
questions that had been raised since the recog¬ 
nition of peripheral neuritis. He said that in 
respect to the latter two views were held, one by 
Erb, who thought that the peripheral lesion de¬ 
pended upon changes structural or dynamic in the 
motor ceils ; the other by Striimpell, who believed 
that it was purely peripheral. There was a third 
or eclectic school, of which Raymond was an able 
exponent, and this school held that the neuro¬ 
muscular element was subject to pathological 
change in any part of its course. On the whole 
he thought that this position was the most tenable, 
and the present case demonstrating, as he thought 
it did, that the same distribution of symptoms 
might arise in the course of peripheral neuritis as 
were well known to occur in one form of anterior 
poliomyelitis, lent it considerable support. 

Dr. Guthrie said he was old-fashioned enough to 
fall back on the instruction he had received at 
St. Bartholomew’s Hospital, that a nerve depended 
entirely for its nutrition on the nutrition of the 
cells from which it sprang. Therefore if anything 
affected those cells, the nerve arising from them 
would also be affected. The affection would take 
place at the periphery, because that was the part 
farthest removed. He agreed with Dr. Cagney’s 
conclusions. 

Dr. Harry Campbell asked if Dr. Cagney had 
tested the sensory conditions. Even if sensation 
was not affected, that did not constitute any argu¬ 
ment against peripheral neuritis, because the latter 
disease might involve the motor nerves and not the 
sensory. Dr. Cagney would, perhaps, throw some 
light on the fact that in alcoholic peripheral neuritis, 
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while the sensory system was almost always affected, 
sometimes the motor nerves were affected more 
than the sensory, at others the sensory more than 
the motor. He mentioned that the cold, blue hands 
of children suffering from vaso-motor paralysis was 
a sign of the disease being situated in the anterior 
horn. He expressed his disagreement with Dr. 
Guthrie’s explanation. 

Dr. Cagney, in reply, did not accept the tempting 
invitation to enter into speculation, but the physio¬ 
logical teaching to which Dr. Guthrie had alluded 
was not, he thought, a secure guide to the countless 
varieties of symptoms and effects which were met 
with in different affections. There might be death 
at the extreme end of an axis-cylinder fibre in 
preference to any other part; again, the periphery 
might die and the nucleus survive. Indeed, cases 
had been recorded of an axis-cylinder dying, while 
the medullary sheath remained long after apparently 
intact. 

In reply to Dr. Campbell, vaso-motor trouble 
could not.be conceded by him (Dr. Cagney) as a 
sign of central mischief, for he had no view on that 
subject, and thought that there were not sufficient 
grounds on which to base an inference. In such 
cases as that he had brought forward, experience 
should be their guide. Where there was reaction 
of degeneration lasting for a long time, they knew 
they were dealing with a peripheral lesion. The 
sensory nerves were free from implication in his 
case. 

Dr. Sibley showed a case of hemichorea in a girl 
of about eleven years of age, who, fifteen or 
sixteen months before, had a unilateral attack of 
the disease on the right side, lasting for three 
months. Afterwards it apparently got quite well. 
Early this year she had influenza, which continued 
for three or four weeks. The mother recently 
noticed that there was a slight return of the 
choreic movements on the right of the body, but 
on closer questioning admitted that a quivering of 
the face had persisted all through. That broached 
the question whether the so-called recurrences 
were not really relapses of a disease which had been 
quiescent for some time. On elevating the hands, 
a slight movement of the left hand was also 
observable. The text-books stated that chorea 
usually followed rheumatism, but he was of opinion 
that in the majority of cases there was no history 
of rheumatism; in this case there seemed no 
reason to suspect anything of the kind. The 
patient had a cardiac bruit and systolic murmur. 

Dr. Anderson Smith suggested that there might 
be a rheumatic history in the family, predisposing 
the child to the disease. 

Dr. Guthrie asked whether the mere fact of 
suffering from chorea did not prove that the child 
also had rheumatism. 

Dr. Sibley, in reply, said that undoubtedly in all 


fatal cases of chorea the condition of the mitral 
valve was similar to that of rheumatic patients, 
therefore he supposed there was some connection 
between the two, but he did not believe the 
treatment of both ran parallel 

Mr. Battle showed a very large specimen of 
hydronephrosis treated by operation at St. Thomas’ 
Hospital in March of the present year. The 
patient’s age was fifty-two, and he had had some 
slight symptoms since early in the year; he was 
also said to have had some pain in the right loin for 
three or four years. He came under Mr. Battle’s 
care on March 18th. On 5th January the pain in 
the right loin became so severe that it prevented 
the patient sleeping, and the tumour was found on 
the following day by his doctor at Landport. In 
March the pain was not so marked* and did not 
shoot down into the groin or testes; but was most 
severe at the back. The urine was normal, and 
there was no jaundice. The tumour lay right 
across the middle line, was dull on percussion, and 
presented all the signs of a large tumour of the 
kidney; it was also freely fluctuating. The urine 
contained a considerable amount of albumen, 
sp. gr. 1020. There was an absence of pus or 
blood. On one occasion, a fortnight after admis¬ 
sion, he passed more than a pint of urine above 
the average; otherwise the quantity was normal 
A similar occasional deviation had been noticed 
by the patient during the preceding two months. 
The growth was very easily removed by a lumbar 
incision. He tapped it before removing the sac, 
and withdrew more than five pints of urine. 
The vessels were not well marked; two or three 
small ones had to be tied; but there were some 
fairly large ones in the capsule. He applied a 
ligature to the ureter. The patient left in May. 
A somewhat similar case had been sent up to him 
from the same place, upon which he proposed 
operating on Friday. After removal, the kidney 
substance had almost completely disappeared, but 
at the periphery uf the tumour itself there were 
certain islands of renal tissue spread out in oblong 
shape. 

Mr. Jackson Clarke, while thanking Mr. Battle, 
said he would like an opinion as to the cause of 
such growths. It had occurred to him that a 
catheter could have been passed through the 
ureter with a view to its perviosity being ascer¬ 
tained, and that it would have been sufficient to 
drain the cyst. If the wound was made through 
the thin cortex, there would, he thought, be more 
chance of healing if the obstruction were removed. 
He also wished to know whether Mr. Battle assured 
himself that the other kidney was fairly healthy, 
before removing this. 

Mr. Battle said he did not pass a catheter down 
the ureter because of the history of excessive 
urine; the fact that the size of the tumour 
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diminished afterwards proved that the ureter was 
pervious* As to the possibility of a successful 
drain in such a case, it was only necessary to look 
at the size of the cyst and the small amount of 
renal tissue to conclude that any attempt to drain 
would be futile* Regarding the other kidney, 
though the urine contained some albumen at the 
commencement, this diminished while the patient 
was under observation; and though it was in¬ 
creased when the flow of urine was greater, when 
the patient left the hospital the urine was normal. 
He did not make a median incision to examine 
the other kidney, because there were no 
symptoms pointing to disease of it, and such a 
step would complicate the operation unnecessarily. 

Mr. Battle also exhibited a uterus affected with 
carcinoma, which had been removed by him in 
October last from a patient aged forty-eight. She 
had had two children, and the menopause oc¬ 
curred some years previously. (The patient, who 
looked quite healthy, attended earlier in the evening 
and stated she was now free from pain.) About 
twelve months prior to coming under observation 
she had a very severe attack of hemorrhage, and 
these attacks recurred on more than one occasion. 
The preparation would show the appearance. He 
thought it had been secured in an early stage. It 
was removed per vaginam , the broad ligament on 
each side being ligatured, and the ovaries were 
left. It was usual to leave the upper part of the 
vagina open for drainage, but it showed a tendency 
to come into the cavity, and he put one stitch to 
hold the intestines up. Before the operation there 
seemed to be a little thickening in the left broad 
ligament, but all was quite straightforward, and 
the temperature did not rise once. After the 
operation a ligature showed itself on the line of 
section, but all the others came away within a 
month. When the ligature in question was re¬ 
moved there was still some hardness, but he was 
of opinion, from subsequent examination, that it 
was merely a sinus caused by irritation. There 
was an utter absence of pain or discharge. The 
operation occupied one hour twenty minutes. 

Dr. Guthrie brought a case of paralysis of the 
leg, associated with spina bifida. He explained 
that the patient, a lad set. 7 had spina bifida occulta, 
no tumour being visible. The cause of spina 
bifida was absence of development of the laminae 
of the vertebrae, due to deficient development of 
the layers of the meso-blast; sometimes the super¬ 
ficial layers of the meso-blast were wanting, a pro¬ 
trusion was formed and an external tumour. The 
epiblast, also, was sometimes absent. With excess 
of epi-blast an excess of hair was often noticed, 
but that was not this patient’s case. At birth, the 
buttocks were in much the same condition as at 
present. Six or eight months after, a tumour 


formed on the left side of the sacrum. When 
born, the boy had congenital inguinal hernia, which 
was made to disappear by a truss. Six months 
ago he limped, the foot became deformed, and the 
le* wasted below the knee. About the level of 
the first sacral bone was a hollow in which the 
thumb could be placed, but it caused no disturb¬ 
ance whatever. Just below that there was a white 
circular cicatrix, about J inch in diameter, which 
probably meant an absence of development of the 
epiblast. In the middle line, about the middle of 
the sacro-coccygeal junction, there was a dimple 
large enough to admit the point of a probe. The 
whole sacrum appeared as if it were forced to the 
right The left buttock was smaller than the 
right, much of the left side of the sacrum being 
undeveloped. The thigh was unaffected, the 
wasting affecting only the calf; the knee-jerks 
were normal in both; the bail of the foot was 
prominent, and there was hyper-extension of the 
toes. There was a blunting of sensation to pain, 
both from a pin prick and interrupted and constant 
currents. The sensation to pain was less on the 
left than on the right side. The reaction of the 
posterior tibial nerve was distinctly diminished, 
compared with the other side. 

Mr. Jackson Clarke described a dissection of a 
very young case. He found a tube of dura mater, 
and in that tube the arachnoid came close to the 
extremity, with a little cicatrix in the skin. There 
was some absence of lamina. If extensive paraly¬ 
sis took place in such cases he considered it was 
usually due to development of a lipoma or some¬ 
thing of that kind, causing paraplegia by pressure. 
There is really a meningocele in some of these 
cases. 

Mr. Jackson Clarkk (for Dr. Stowers) showed 
a case of chronic dermatitis only on the arms of a 
woman aged about thirty. He thought it was a 
case of lupus which had undergone a certain 
amount of treatment. It had existed twelve years; 
there was scaliness, but, though it also looked 
silvery, the condition was not psoriasis. There was 
deep infiltration, and the only alternative to what 
he mentioned was tertiary syphilis. It had not 
spread since the patient had been under treatment, 
but it had spreid previously. 


LeuQOrrhtBa. —Tincture of cantharides } 96 
minims; tincture of ferric chloride , 160 minims; 
diluted phosphoric acid , 160 minims; syrtep of 
lemony 2 fluid ounces; water, sufficient to make 
4 fluid ounces. Mix. Dose : One teaspoonful, 
in water, after meals. Useful in cases where ex¬ 
amination is not practicable. If treatment do not 
succeed, something more than simple hyperemia 
or mild inflammation may be suspected. ( Phila¬ 
delphia Polyclinic.) 
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LECTURES 

ON 

PARAMETRITIS 

Delivered at the London Hospital, 

By Q. E. HERMAN, M.B., F.R.C.P., 
Obstetric Physician to the Hospital, &c. 


LECTURE I. 

What is parametritis ? Parametritis means in¬ 
flammation of the cellular tissue of the pelvis, having 
its origin in the genital passage. Before the coin¬ 
age of the word parametritis by Virchow, the 
disease was known as “ pelvic cellulitis .” The 
latter term literally denotes a condition which 
may come from causes unconnected with the 
genital organs; such, for instance, as disease of 
bone or bowel. Inflammation from such causes, 
although pelvic cellulitis, is not parametritis. 

Distribution of the pelvic cellular tissue . You 
cannot understand parametritis without accurate 
knowledge of the situation of the cellular tissue in 
the pelvis. 

The cellular tissue forms a sort of matrix in 
which the pelvic organs are embedded. It fills the 
lower part of the pelvic cavity, except where the 
three canals, urethra, vagina, and rectum, perforate 
it. Above it is covered in by the peritoneum. 
At the sides it is continuous with the subserous 
connective tissue. Through the inguinal and 
femoral canals it is continuous with the cellular 
tissue of the thighs, and through each sciatic 
notch with that of the buttock. 

The muscles of the pelvic floor. The cellular 
tissue contains the muscles of the pelvic floor 
as well as the aforesaid canals. The central 
point of the muscular system of the pelvic floor is 
the sphincter ani and perineum. From this part 
muscular tissue spreads out on each side like a fan 
to the periphery of the pelvis. (Fig. 1.) The muscles 
of the pelvic floor consist of (a) some comparatively 
unimportant prolongations of the uterine muscular 
fibre; (b) the levator ani; (c) some small perineal 
muscles. The levator ani is the chief one, and it 
forms a plane running from near the middle line 
upwards and outwards on each side, so that below 
it, between it and the pelvic wall, is a space, the 
ischio-rectal fossa, filled with cellular tissue. 


Distinction betiveen the pelvic and vulvar connec¬ 
tive tissue . The muscles are enclosed in layers of 



Cervix uteri* 


levator ani. 


Perineal muscle* 


Fig. I. 


Section in coronal plane taken through lower part of 
cervix uteri, and broad ligament; vaginal lornix and vaginal 
portion and then in a curve following the vagina, showing 
levator ani, &c. (after Freund). 

fascia, which are closely blended with the pelvic 
canals. That which covers the levator ani is called 
the deep pelvic fascia; and this muscle with its 
fascia, forms a fibro-rauscular diaphragm, which 
separates what it is convenient to call the pelvic, 
from the vulvar connective tissue. Hence it is 
that parametritis never, except where there has been 
injury to this fascia, spreads into the labia or into 
the ischio-rectal fossa. Nor does bleeding into 
the pelvic cellular tissue thus extend. 

The pelvic cellular tissue . Cellular tissue sur¬ 
rounds the uterus. Seen by itself, this cellular tissue 
would look like a hollow cylinder enclosing the 
uterus. Around the uterus it is close in texture, 
white and glistening in section. Behind and in 
front the cellular tissue is comparatively scanty 
because the rectum and bladder are so dose. 
Here the cellular tissue is gradually lost above, in 
the close attachment of the peritoneum to the 
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uterus. There is more in front than behind. On 
each side the cellular tissue forms a triangular mass, 


tube. 


Round 


ligament. 


Cellular 


Fig. 2. 


Section in sagittal plane, through broad ligament at its uterine attachment, showing 
cellular tissue in broad ligament (after Freund). 


tissue in the broad ligaments is increased. At 
the sides the peritoneum is lifted up so that 
at the end of pregnancy 
it leaves the uterus about 
an inch and a half above 
the pelvic brim. Hence at 
this time the base of the 
broad ligament might be 
described as being at the 
brim of the pelvis, stretching 
from the ilio-pectineal emi¬ 
nence to immediately in 
front of the sacro*iliac joint. 
There is a large triangular 
area at the sides of the 
uterus uncovered by peri¬ 
toneum. The bottom of 
the vesico-uterine pouch, 
instead of dipping below 
the pelvic brim, is about on 
a level with it. Hence 
behind Poupart’s ligament 
there is a lot of loose cel¬ 
lular tissue which is not 
there in the unimpregnated 
state, and which is continu¬ 
ous with the cellular tissue 
at the sides of the uterus. 


(Fig. 4.) Upon this alteration 


having its base below, diminishing in thickness 
from before backwards as it extends upward, 
swelling out a little where the round ligament and 
the ligament of the ovary pass through it, and then 
ending like a gable below the Fallopian tube. (Fig. 2.) 
A horizontal section through the pelvis at about 
the level of the internal os, shows a star-shaped 
thickening of the cellular tissue. It is dense all 
round the uterus; and from this circle two limbs 
run back, one on each side of the rectum, em¬ 
bracing and supporting it; one on each side of 
the base of the bladder; and a broad one runs 
out on each side, supporting the vessels, nerves, 
and lymphatics which go to the uterus. (Fig. 3.) The 
pelvic cellular tissue thus forms a continuous 
mesh of fibrous tissue extending from the endo¬ 
metrium to the periosteum of the pelvic wall. 

Difference between the pregnant and the non¬ 
pregnant state? During pregnancy the cellular 

* See Barbour, 11 The Anatomy of Labour/* Edinburgh, 
1889. 


Vesico-uterine pouch 
of peritonei 


Cervix uteri. 



Cellular 


Douglas's pouch. 


Fig. 3 - 


Horizontal section throu 
showing disposition of cellu 


at level of internal os, 
r tissue (after Freund). 
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in the anatomy of the cellular tissue during 
pregnancy, depends a difference between the 
course of parametritis occurring after delivery, and 
parametritis occurring in a patient not recently 
pregnant. In parametritis after delivery the in¬ 
flammation usually spreads into the loose cellular 
tissue above the pelvic brim, and forms a swelling 
in the groin above Poupart’s ligament. Para- 


of the glands in the axilla. Cellulitis is so rarely 
seen except after a wound, that a surgeon meeting 
a case without a visible wound would generally 
conclude that there must have been some small 
puncture which had been overlooked. It is sup¬ 
posed that similar inoculations take place in the 
puerperal woman. If the poison be very virulent, 
the patient rapidly dies. If less virulent, inflam- 







Fig 4 


Frozen section, above pelvic brim, of the body of a puerperal woman; showing cellular tissue 
above brim (after Barbour). 


metritis in this situation is very rare in women not 
recently delivered. 

The causes of parametritis . Our knowledge of 
the causation of parametritis is based on inference 
and analogy, not on exact observation. The 
commonly accepted theory is this. If a wound, 
say of the finger, is poisoned with very virulent 
septic matter, quickly fatal septicaemia or pyaemia is 
the result. But if the poison be less virulent, the 
result is lymphangitis of the arm and inflammation 


mation limited to the pelvic cellular tissue may be 
the result. This theory seems in harmony with 
experience. But I know of no direct evidence in 
its support. If correct, parametritis ought to be 
prevented by antiseptics, and to be common where 
antiseptics are not used. But I know of no facts 
on which to base an estimate of the percentage of 
deliveries followed by parametritis in the general 
population, or in lying-in hospitals, in pre-antiseptic 
times. The latter information cannot be got be- 
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cause women delivered in lying-in hospitals are 
generally discharged at the end of a fortnight: but 
parametritis may begin later than this, or at least 
not be discovered till later. Till we know how 
frequent the disease was without antiseptics we 
cannot tell whether antiseptics have diminished its 
frequency or not. Another difficulty is that cellu¬ 
litis following a wound begins soon : if it comes on 
late, after the wound has begun to heal, the sur¬ 
geon assumes that there has been some interference 
with the wound. But the date at which para¬ 
metritis comes on after delivery is very variable : 
sometimes the patient says she was taken ill the 
next day, sometimes not till several weeks after¬ 
wards. 

Various injuries—tears of the cervix, of the 
vagina, &c.—have had the responsibility for para¬ 
metritis thrown particularly upon them; the evi¬ 
dence being that the propounder of the theory 
had observed this or that injury in some cases of 
parametritis under his own observation. But no 
one has shown that there is any particular injury 
which makes women who have sustained it more 
likely to have parametritis than those who have 
not had the injury. Nor is there any peculiarity 
in labour or in childbed or in their management, 
or (cases dependent on tubercle or cancer being 
excepted) in the health of the patient, which has 
been shown to be associated with any greater 
frequency of parametritis. It is very rare except 
after labour or abortion. 

Most cases of parametritis in non-puerperal 
patients come from injury to the cervix; such as 
deep incision for the cure of dysmenorrhoea 
(which often used to be done )ears ago), or tears 
of the cervix by rapid dilatation. In pre-antiseptic 
days it was often set up by tents. These facts 
make me think that injury to the cervix is pro¬ 
bably the common cause also of puerperal 
parametritis : but I know of no direct evidence 
to this effect. 

Our knowledge of the causation of parametritis 
is incomplete so long as we are ignorant of its 
bacteriology. But at present we know nothing 
about this : for as most cases get well, material 
for this study is difficult to get. 

Cancer, either of uterus, ovary, or bowel, may 
grow into, and inflame the cellular tissue. This 
parametritis is only an incident in the course of a 
much graver disease. Abscess in the cellular 


tissue may be caused by the tubercle bacillus. 
This is rare. We do not know how or why the 
bacillus gets there.* 

Parametritis with perimetritis . In the common 
cases of parametritis there is no perimetritis.f 
But very acute parametritis usually involves the 
peritoneum.J In inflammation of the tubes and 
ovaries parametritis is often present. This may 
either be (a) from parametritis spreading into the 
ovary by way of the hilum, or ( 6 ) from the cellular 
tissue become inflamed by extension from the tube. 

When bleeding takes place into the cellular 
tissue, some inflammation is excited around the 
effused blood. But this parametritis is less im¬ 
portant than the bleeding which causes it. 

There is no doubt that the causes I have 
mentioned produce parametritis. But in some cases 
no such cause can be found: there has been 
neither pregnancy nor operative treatment, nor is 
there any evidence of cancer or tubercle, and the 
patient has every sign of virginity. In such cases 
the patients often blame “catching cold,” and 
some doctors accept this explanation. Patho¬ 
logical research is in all departments of medicine 
making us assign diseases once thought due to 
cold, to causes of a different kind. Parametritis 
from catching cold is to me parametritis the cause 
of which has not been found out. 

* See cases by Handfield-Jones, Clinica l Journal , vol. i., 
p. 138. 

f See a paper by Noble, American Gynecological and 
ObstchicalJournal , Jan., 1895. 

+ As in 1 he case by Griffith, quoted subsequently. 

( To be continued .) 


Food for Infants. —When predigestion of food 
is to be combined with sterilizing, as is very often 
necessary in cases of illness, employ the following 
formula for a sterilized peptonized milk mixture : 

R Water, 8 ounces ; one-half of a peptonizing tube 
or one peptonizing tablet. Dissolve. Add milk , 

8 ounces. Peptonize. Then use Peptonized milk , 

2 ounces ; cream, if to 2 ounces; milk-sugar, 1 
measure; water, enough to make 8 ounces. 
Sterilize by placing over brisk, but not too hot, fire 
for forty-five minutes, removing hood of sterilizer 
and leaving lid slightly ajar. Temperature of milk . 
does not go above i94°F., its digestibility thus not 
being affected. Safe for use for twenty-four hours. 

(<University Medical Magazine?) 
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By d. B. LAWFORD, F.R.C.S., 


Ophthalmic Surgeon to the Hospital, and Lecturer on 
Ophthalmology in its Medical School. 


Gentlemen, —To-day’s lecture will be on cases 
of tobacco-amblyopia, or, in popular phraseology, 
tobacco-blindness. I shall briefly read to you 
notes of cases, and then, so far as time will permit, 
deal with the chief features of this malady which 
they illustrate. 

The first case is that of a coachman, sixty-five 
years of age, who came to the hospital on March 
8th, 1893, complaining of failure of sight, the 
duration of such failure being indefinite. He said 
at first that his acuteness of vision had been 
diminishing for five years; but the impression he 
gave us, on closer questioning, was that the failure 
which brought him to the hospital did not date 
from so remote a period. He had not worn 
glasses, and complained of no pain or symptoms 
other than defective sight. On examination, we 
found that the vision of his right eye was reduced 
to 3®^ ; that is to say, at 6 metres distance he could 
read the second line of the test types (Snellen's) 
before you, and with the left eye the third line (/J. 
His near vision, without correction of presbyopia, 
was very defective; he could only read the last 
test type but one (No. 19 Jaeger), but with correc¬ 
tion of his presbyopia he was able to read No 6 J., 
while with a glass of higher magnifying power he 
read No. 4 J. With no glass could he read the 
smallest print (No. 1 J.), nor could we improve 
his distant vision. Here are the charts of his 
fields of vision, which I pass round, and by which 
you will see that his field of vision was unrestricted. 
On testing him suitably, it was easily shown that 
the defect known as a central scotoma for the 
colours red and green was present; by this we 
mean that there is an area (of varying size) in the 
Vol. VI. No. 10 . 


central part of the field of vision in which these 
colours are not recognized, of are not properly 
seen. Externally his eyes appeared normal; on 
ophthalmoscopic examination the fundi appeared 
healthy, with the exception of a very slight pallor 
of the optic discs, chiefly noticeable on the tem¬ 
poral side, i.e. the side towards the macula lutea. 
He smoked half an ounce of “ shag ” a day, but 
did not chew; he did not take alcohol immode¬ 
rately. He was given a mixture containing iodide 
of potash and nux vomica, the former in small, and 
the latter in full doses, and was advised to give up 
the use of tobacco completely, which advice he 
followed. You will remember that he came under 
observation on March 8th; on April 5th, one 
month later, though he had ceased smoking from 
the time of his first visit, his vision was precisely 
as it was on March 8th. He said it was a little 
brighter, but our tests indicated no improvement. 
On May 3rd (a month later still) his right eye saw 
the second line C&), and the left eye had improved 
so far that he could read the fourth line ( T %). The 
patient expressed himself as decidedly better. 
Nearly four months later, namely, on August 30th, 
his vision had very decidedly improved, and he 
was able to read ^ (the fifth line of these test 
types). Seven months after his first visit he was 
able to decipher the bottom line (£) very fairly, 
and by the aid of suitable glasses he could read 
newspaper type without difficulty. I want you to 
notice the length of time which elapsed between 
the onset of the affection, and preferably from the 
commencement of treatment, and recovery of full 
vision. 

The next case is that of a man, W. B., aged 
forty-nine, by occupation a labourer. He came to 
the hospital on December 5 th, stating that his sight 
had been failing for eighteen months, and that 
during the eight or ten weeks immediately pre¬ 
ceding his visit it had failed very rapidly. He was 
a gouty subject, and had indulged freely in alcohol 
until within three weeks before coming to the 
hospital, when he became a teetotaller. He smoked 
three-quarters of an ounce of shag daily. Failure 
of sight was the only symptom complained of; 
examination revealed no evidence of disease in 
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other organs. The vision in each eye was ^5, or 
T V of normal, and was not improved by glasses. On 
ophthalmoscopic examination the eyes appeared 
normal, except that here again there was an appreci¬ 
able pallor of the temporal third or so of each optic 
disc. He had a well-marked central scotoma for red. 
His fields of vision were full, as you will see on 
inspection of these charts. He was put on similar 
treatment to the last case, and he gave up smoking 
from the date of his first visit. A fortnight later 
the right eye read /y, the left eye On 

January 9th, two weeks later, he was a shade 
better, judging by the test types, and on February 
20th there was a decided improvement, and he 
was able to read ^; in other words, his vision, 
between December 5th and February 20th, had 
gone up from ^ to J of normal. On Apiil 19th, 
four and a half months from his first visit, his 
vision was f, and the same acuity was maintained 
at his last visit a month later. The duration of his 
attendance was five months and a few days. 

The remaining cases of which I have notes here, 
I shall refer to merely to exemplify particular points. 

This form of amblyopia, induced by excessive 
use of tobacco, is by no means uncommon in this 
country, or, at all events, in London ; the number 
of cases is proportionately much greater in hospital 
than in private practice. As you might suppose, 
this disease is, at the present time, almost, though 
not quite, unknown among females. I have here 
notes of a case occurring in a woman, aged forty- 
eight, who attended this hospital a few years ago- 
The amount of tobacco she consumed by smoking 
would not be regarded as excessive by most men, 
but was more than she could tolerate with 
impunity, and speedily induced amblyopia. She 
attended for about four months, at the end of 
which time her sight had recovered. She had 
taken to smoking as an additional treatment for 
severe pyrosis, from which she was suffering; she 
had easily learned to smoke, and generally had 
three pipes of shag tobacco a day. Six months 
after she began to use tobacco, she attended at 
this hospital, with a history of failure of sight for 
some weeks. This is the only case in a female 
which has been under my care; I have, however, 
seen and heard of others. 

As to age, the majority of cases are in men over 
middle age; the two men I have mentioned to¬ 
day were sixty-five and forty-nine years old respec¬ 


tively, but cases in comparatively young individuals 
are occasionally met with. I have notes by me of 
a sailor who was under treatment at this hospital 
last autumn. He was only nineteen, and he had 
had well-marked amblyopia for two months before 
he came under observation. By smoking and 
chewing, he consumed nearly an ounce a day of 
ship’s cake tobacco. I have seen one younger case, 
in a lad between seventeen and eighteen years of 
age, but have not the notes here, and cannot say 
how much he smoked; I remember that he 
recovered his sight. The oldest case under my 
own care was that of a man of seventy-four; he 
had smoked for many years, and till a few weeks 
before I saw him had had no symptoms attri¬ 
butable to tobacco. I cannot tell you the result 
in this case, as the patient disappeared from my 
observation; there was, however, but little doubt 
as to the nature of the case. 

With regard to the mode of failure of sight, the 
symptoms described by patients are often fairly 
characteristic. They usually complain of progres¬ 
sive diminution in vision, which they have noticed 
for some weeks, possibly months. They will often 
tell you that, although they see people approaching, 
they are unable to recognize individuals; and when 
they come for advice, they are generally unable to 
read or write, or to accomplish work requiring 
accurate sight. Sometimes they will tell you 
spontaneously, and often in answer to inquiries, 
that they find a difficulty in distinguishing between 
gold and silver coins. Several of the cases of 
which I have notes here had that symptom. One 
man of forty, who had tobacco-amblyopia, told us 
spontaneously that six weeks before he came 
under observation he gave away half-a-sovereign, 
thinking it was sixpence. Patients who in their 
work have to distinguish colours, may notice that 
they become uncertain in regard to some colours, 
especially if the coloured objects be small. Another 
common statement made by these patients is that 
they prefer a dull light, and consequently see better 
at dusk. For this reason they dislike a bright, 
sunshiny day. This latter symptom is fairly 
easily explained. Tobacco-amblyopia produces 
disease—or loss of function, at all events—in 
a particular set of nerve fibres—the fibres in 
the optic nerve, which supply a comparatively 
small part of the retina. This bundle of fibres is 
called the papillo-macular bundle, and supplies 
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the region of the retina in which the yellow spot is 
situated, the integrity of which is essential for 
distinct central vision. The fibres supplying the 
other parts of the retina are generally unaffected, 
so that peripheral vision remains good. Hence a 
patient with tobacco-amblyopia can go about quite 
easily, and avoid obstacles without difficulty, 
whereas a patient with optic nerve atrophy and 
contracted fields of vision has great difficulty in 
seeing objects placed out of the line of direct 
vision, and in walking about constantly moves his 
head from side to side. Defect of sight over the 
central area I mentioned gives rise to the charac¬ 
teristic symptom of tobacco-amblyopia, namely, 
the central scotoma. In the perimetric chart of 
the field of vision, the central or fixation point 
corresponds to the yellow spot of the retina, and 
the blind spot in the field represents the optic disc; 
the part of the retina between the optic disc and 
the yellow spot is represented in the chart by the 
part between the blind spot and the fixation point. 
Consequently the scotoma which exists occupies 
an area which in the chart (as you see in these 
diagrams) includes the fixation point, and extends 
from this outwards, sometimes up to, sometimes 
beyond the blind spot. Its general shape is oval, 
the long axis being horizontal, as shown in this 
diagram. 

The explanation of the difficulty in distinguishing 
gold coins from silver is that the small object at which 
the patient looks forms an image on that part of 
the retina over which colour vision is defective or 
lost. The inability to distinguish features of 
people is accounted for by the same central 
scotoma. The reason why these patients see 
better in a dull light is, perhaps, less simple. 
Two explanations are commonly given; the first 
is that in a bright light the pupils are small, 
hence the rays from objects form images on only 
a small central part of the retina, and that is the 
part affected in this disease. In a dull light, the 
pupil being wider, a larger portion of the retina 
receives rays, and images are formed on portions 
of the retina whose function is not disturbed. The 
second explanation is that the diseased portion of 
the retina is intolerant of bright light, and that 
under such conditions the defect of vision is 
increased. 

Concomitant non-ocular symptoms are generally 
present in cases of tobacco-amblyopia. Patients 


often complain of undue nervousness and sleepless¬ 
ness ; they are very often dyspeptic. In many 
cases there is a history of illness or prolonged 
anxiety, from domestic or other troubles, which 
have tended to reduce the patient’s general tone, 
and render him more susceptible to the toxic effect 
of drugs which, in his normal state, he could 
easily tolerate. Again, there is often a history of 
excessive consumption of alcohol, leading to loss 
of appetite, interference with nutrition, and con¬ 
ditions generally which would render the man more 
prone to be poisoned by tobacco. The patient 
referred to who made the mistake with the half- 
sovereign, gave a definite history of worry at 
home, and a sharp attack of some abdominal 
trouble, with severe colic and diarrhoea. The man 
himself attributed his failure of sight to this illness 
and worry, and told us that “ he had not been the 
same man since.” Sight failed almost immediately 
after this illness, and continued to deteriorate till 
he came under care at the hospital. 

Another case of tobacco-amblyopia, of which I 
have notes here, occurred in a publican, from 
whom we obtained a definite history of the exces¬ 
sive use of alcohol for some considerable time 
before he came under observation, and it was 
during or after this excess that his sight began to 
fail. In this way alcohol may be an important 
factor in the production of this form of amblyopia, 
though the essential agent is not alcohol, but 
tobacco. This form of optic nerve disease is very 
rarely produced by alcohol alone, whereas cases 
are met with not very infrequently in persons who 
smoke, but do not touch alcohol. I have never seen 
a case of central amblyopia induced by alcohol, 
but cases have been reported and are said to 
be common in Germany. Men who begin to 
smoke late in life appear to be rather more 
prone to tobacco-amblyopia than those who 
commence the habit at an early age. I have 
seen several cases in men who took to smoking 
' habitually, after they were forty years of age, and 
in whom amblyopia developed after a compara¬ 
tively short indulgence in tobacco, and from the 
consumption of comparatively small quantities of 
the drug. I have here the notes of such a case in 
a man who began smoking when he was forty-six. 
He was an engine-driver, and was under care some 
four years ago. He had only smoked for three 
years when he came to the hospital for treatment, 
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and had not used strong tobacco, nor had he 
indulged in it to excess, and he was very temperate 
with alcohol. He attended regularly from Septem¬ 
ber of one year to July of the next, and ultimately 
recovered completely. 

In the examination of these patients, your first 
duty is to ascertain the visual acuteness for near 
and distant objects, by test types in the ordinary 
way. You will usually find there is a very marked 
defect, as in the cases mentioned at the beginning 
of the lecture. Then you should ascertain whether 
there is a central scotoma for colour. In these 
cases the defect for colour is only over a certain 
part of the field, consequently if you examine such 
patients with coloured wools or other large coloured 
objects, you will probably fail to discover any 
defect. In order to ascertain whether any limited 
part of the field of vision is defective in this 
respect, and what part, you must use small test 
objects. This is usually done by small pieces of 
red and green paper, such as I show you, the size 
of which varies from five to twenty mm. square. 
If the patient looks directly at this piece of paper, 
its image falls upon the central, defective part of 
the retina; the man fails to recognize the colour, 
or notices that it is very dull. If you now tell him 
to fix any object, e.g. the tip of your finger, while 
the piece of colour is moved a short distance to 
one or other side of the fixation point, he will 
notice that the paper appears coloured, or its 
colour is brighter. In cases where the scotoma is 
absolute— where colour-sense is lost over the 
affected area—the red or green test object will be 
unrecognized as such at the fixation point, but will 
be recognized as soon as it is moved beyond the 
limits of the scotomatous area. In cases in which 
the scotoma is relative , i.e. colour vision is lowered 
but not abolished, an observant patient will tell 
you that the square has a brighter, better colour 
when out towards the periphery than when at the 
centre of the field. This is just opposite to that 
which obtains in the normal eye, for the colour 
vision is naturally most acute at the central por¬ 
tion of the field. In using the tests each eye 
should be examined separately. 

On externa] examination the eyes in patients 
suffering from tobacco-amblyopia appear normal, 
but with the ophthalmoscope you are generally able 
to discern a slight pallor in the temporal part of 
the optic disc. In recent cases the optic discs are 


said to be unduly pink and show slight blurring or 
haziness of the surface* but at the time patients 
come under observation, this stage has passed and 
pallor of the discs is evident. 

The degree of defect which induces patients to 
seek advice varies widely. In educated people a 
very slight loss of distinctness of sight will bring 
a patient for advice, while in the classes whose 
living is earned by manual labour, the defect is 
often allowed to reach a high degree before a 
remedy is sought. You will remember how great 
was the defect in the cases I have quoted to-day. 

You will have observed that the loss of vision 
in the two eyes of the patients I have referred to 
was practically the same; the question of symmetry 
in this form of amblyopia is one of some interest 
It has been stated that cases occur exhibiting 
marked asymmetry, the defect in one eye being 
much greater than in its fellow. My own belief is 
that cases which present marked inequality in the 
degree of defect in the two eyes, own some ex¬ 
planation for that asymmetry, other than that of 
an unequal effect of the poison upon the two 
nerves. In illustration of that point, I have here 
notes of a man, a tailor, who came to the hospital 
suffering from tobacco-amblyopia. One eye saw 
No. 16 J. type, and the other No. 19 (with neither 
eye could he see /<*). The inequality was, per¬ 
haps, not very marked, but was noticeable. He 
improved under treatment, and a month after the 
first visit his better eye read No. 10 J., whereas 
the other could not do better than No. 19 J. 
Later, one eye improved to almost normal (f), 
whereas the other could only read the largest of 
the types ( Y %). This appeared like an instance of 
one nerve being less severely poisoned, and re¬ 
covering much more rapidly than its fellow, and it 
might have passed for an instance of asymmetrical 
tobaccaamblyopia. But I was sceptical, and on 
closely catechizing the man we found that he was 
aware that the sight of his left eye never had been 
good. My impression is that in most cases of 
apparent asymmetry, if trouble is taken, the 
difference between the two eyes can be accounted 
for other than as the result of tobacco. 

Now as to the causation of this form of amblyopia. 
The amount and kind of tobacco which produces 
the disease will, of course, vary; what one man 
can stand with impunity will, in another individual, 
rapidly produce this and other symptoms of poison- 
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ing. The tobacco which is the most frequent 
cause of the affection, at least, among hospital 
patients, is that known as “shag.” Occasionally 
we meet with cases in cigar smokers, and, very 
rarely, in those who smoke cigarettes. The quan¬ 
tities vary greatly. It is common to get a history 
of the consumption of half-an-ounce, and sometimes 
an ounce per diem. In one of the cases quoted 
the amount was half-an-ounce a day; in the 
other three-quarters of an ounce, and both men 
smoked shag. In the publican I referred to the 
tobacco-amblyopia was induced mainly by cigars, 
of which he smoked a large number; in addition 
to a small quantity of tobacco smoked in a pipe. 
In other cases tobacco is largely consumed by 
chewing; the sailor I mentioned probably chewed 
as much as he smoked ; he got through nearly an 
ounce a day. The lighter kinds of the drug occa¬ 
sionally induce amblyopia. The man who com¬ 
menced to smoke at forty-six used “ birdseye,” of 
which he only smoked two ounces a week; his 
tissues were obviously very intolerant of tobacco. 
You will thus see that no general rule can be laid 
down as to the quantity or kind of tobacco likely 
to induce amblyopia. 

The conditions under which the disease is likely 
to arise, are deterioration in health, or in power of 
resistance, from whatever cause; so that a man 
who is able to tolerate a certain amount of tobacco 
when in health will not be able to use the same 
amount with safety when his general health is im¬ 
paired. 

The prognosis in these cases is generally good. 
In all the cases of which I have notes here—some 
six or eight—recovery ensued, and in all except 
one the use of tobacco was entirely given up. The 
earlier the case is seen, and the younger the patient, 
the better is the prognosis. A question sometimes 
asked is, if the patient does not give up smoking, 
what will happen? On this point there is not 
much evidence, but it seems that in some instances 
at least the disease has progressed until the defect 
of sight reached a high degree, and then became 
stationary, the patient not becoming totally blind. 
There are, however, some cases in which the 
changes induced in the nerve go on to complete 
atrophy and total blindness. Those cases probably 
form a group by themselves, and are not typical of 
tobacco-amblyopia. I remember the case of a 
man, a waiter, who was a patient here some years 


ago. He had previously been to another hospital, 
where he was told to give up smoking, and that if 
he did so he would in all probability get well. He 
did not act on this advice, but smoked as much as 
he had done previously. He was able to do some 
of his work fairly well; at all events, he was able to 
support himself. He continued in a half-blind 
condition for seven years, and persisted in the use 
of tobacco. When he again came to this hospital, 
not on account of the failure of his sight, but for an 
attack of acute diabetes, he said his sight, as far as 
he could judge, had remained precisely the same 
during the preceding seven years. He was devoted 
to his tobacco, and evidently preferred to be half 
blind to giving up smoking. The man died 
shortly afterwards. 

Another word as to prognosis. You will have 
noticed that the two cases I read notes of did not 
recover until some months after commencing 
treatment. In giving your patients a prognosis, 
you should always warn them that, although you 
think they will get well, recovery must necessarily 
be slow, and that one, two, or even three months 
may elapse before there will be any appreciable 
improvement in vision. You can give patients much 
of the encouragement they need under such cir¬ 
cumstances by pointing out to them, on subsequent 
visits, that the sight has not further deteriorated; 
that in itself is a good sign. In one of the cases 
mentioned, the patient did not fully recover for 
nearly twelve months after treatment was begun. 
Patients who have had tobacco-amblyopia and have 
taken to smoking again after recovery, may suffer 
from a second attack. I have notes of such a case 
in a man of forty-seven, the publican I have several 
times referred to. He came in 1889 with well- 
marked amblyopia and a history of failure for six 
months; he had given up smoking two months 
before he came here, because he had a suspicion 
that this was the cause of his trouble. On inquiry, 
we learned that he had had a similar attack five 
years previously, from which he recovered in twelve 
months. He had attended another hospital, and 
was advised to discontinue smoking; this advice 
he followed for twelve months, but after that he 
returned to his tobacco. Still he went on safely 
until he took to drinking heavily, and then he had 
a second attack of optic nerve disease, from which 
he recovered. The majority of patients who have 
once had tobacco-amblyopia, and have given up 
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smoking, do not resume the habit; they naturally 
look upon the drug ever afterwards with a great 
deal of suspicion. 

As to treatment, you will readily understand 
that it is essential for the patient to give up the use 
of the poison which has induced the disease. 
Patients should, I think, be advised to abandon 
smoking entirely; it is very unsafe to tell them to 
reduce the quantity consumed. Sometimes patients 
will smoke a smaller quantity and a milder kind of 
tobacco instead of entirely relinquishing the habit, 
and may recover sight partially or completely. 1 
have here notes of such a case—a man aet. fifty, who 
developed tobacco-amblyopia after being out of 
work, and consequently underfed, for some months. 
He was advised to give up smoking, but instead 
merely reduced the amount of tobacco. He re¬ 
covered normal vision while smoking this small 
quantity, but meantime he had obtained work, 
had better food, and his general condition rapidly 
improved. Facts such as these indicate, to some 
extent, the general treatment which should be 
adopted in addition to the essential step of discon¬ 
tinuing smoking. The patient's general condition 
must be improved, and if he is drinking to excess, 
he must either give up alcohol or observe great 
moderation in its use. Such patients are fre¬ 
quently very dyspeptic, and require careful dieting 
and medicinal treatment. Among the drugs which 
I find most useful in the disease we are considering 
are iodide of potash, in small quantities, tincture 
of nux vomica, or liquor strychnige, phosphoric acid 
or the phosphates. Strychnia administered hypo¬ 
dermically has been strongly recommended. In 
cases where there is much nervousness and sleep¬ 
lessness, bromide of potash may be administered 
with advantage; care should be exercised over the 
diet, and a change of air and scene, and (still 
more important) of companions, is very beneficial. 
Many men live amid surroundings by no means 
favourable to the cessation of their habits of smoking 
and drinking, and if the patient can be placed 
under different and more encouraging conditions, 
his chances of success are greatly enhanced. 


Dry Eczema with Pruritus— Menthol, 31 
grains; resorcin , 15! grains; precipitated sulphur, 
2 drachms; zinc oxide, 3f drachms; vaseline , 1 
ounce. ( Therapeutique des maladies de la peau.) 
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LECTURE II. 

Morbid Anatomy . The first change appreciable 
by examination is effusion of lymph into the broad 
ligament. A rare specimen showing this change 
has been described by Dr. Lewers.* The peri¬ 
toneal folds were separated, so that the ligament 
formed a convex swelling. When cut across, the 
cut surface looked like a coarse sponge ; there 
were in it holes of various sizes separated by solid 
tissue and containing blood-stained serum. (In 
this case there was also a small abscess in the 
ovary and a little lymph on the surface of the 
peritoneum.) 

As the case goes on the effusion into the 
cellular tissue undergoes one of three changes. 
(1) Absorption. (2) Organization into fibrous 
tissue. (3) Suppuration. These terminations of 
the inflammation require separate consideration. 

1. Absorption . Fever, pain, and swelling last a 
few days, and then the symptoms subside and the 
swelling gradually shrinks and at last cannot be 
felt This is the common ending of the slighter 
cases of puerperal parametritis. The swelling 
goes away so completely that not a trace of it can 
be felt. 

2. Organization into fibrous tissue . The morbid 
appearances in a case of this kind are thus 
described by West.f “The folds of the broad 
ligament, from the upper part of the vagina to the 
lower surface of the ligamentum ovarii, inclosed a 
mass of dense cellular tissue of almost cartila¬ 
ginous hardness, crying under the knife: dense 
white bands intersecting each other in all direc¬ 
tions, and having a firm yellow fat between them. 
This mass was closely adherent along the whole 
side of the uterus, though the uterine tissue was in 
no respect implicated in it.” Such organization 


• “ Obstetrical Transactions,” vol. xxx., p. 7. 
f “ Diseases of Women,” edited by Duncan, p. 430. 
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into fibrous tissue is hardly ever—according to my 
experience, never—the ending of puerperal in¬ 
guinal parametritris; but it is a frequent result 
of non-puerperal parametritis. The uterus and 
top of the vagina become fixed by beams of fibrous 
tissue as hard as wood, which last for years, 
although with lapse of time they get smaller, softer, 
and permit more movement The cellular tissue 
which goes back on each side of the rectum, forms 
when thus indurated a half ring, just within reach 
of the finger, surrounding the rectum in front, 
going back to the sacrum on each side of it, and 
feeling as if one with the bone. This fixed semi¬ 
circle of induration narrows the rectum, but not to 
an extent enough to cause obstruction unless the 
bowels are very costive. This half ring is charac¬ 
teristic of effusion into the cellular tissue , and is 
not produced by effusion into Douglas’s pouch. 

3. Suppuration . A case of the most acute kind 
has been described by Dr. Griffith.* The broad 
ligament was distended with pus and sloughing 
cellular tissue, extending from the Fallopian tube 
above to the levator ani below; and from the side 
of the uterus to the side of the pelvis. There was 
suppuration in the ovary; and the abscess in the 
ovary communicated with that in the broad 
ligament. There was also peritonitis. In less 
acute cases than this the abscess cavity contains 
pus, but no slough, and is bounded by a dense 
fibrous wall, outside which there is slight oedema. 

Usual kinds of parametritis . There is one 
form of parametritis after delivery commoner than 
all the rest put together. In parametritis inde¬ 
pendent of pregnancy there is also one form 
commoner than any other. I shall describe 
these common forms first; then the rarer varieties. 

The Common Form of Puerperal Parame- j 

tritis : Iliac, or Inguinal Parametritis. 

This disease comes on from a day to several 
weeks after delivery. It begins often with a rigor, 
followed by fever, and then pain in the lower 
belly. Vomiting and gastro-intestinal disturbance 
are rather less frequent than in peritonitis, and 
the pain is not so great as in severe peritonitis: 
but the difference in the symptoms of parametritis 
and perimetritis during the first two days is not 


• “ Obstetrical Transactions,” vol. xxx., p. 5. 


marked or constant enough to be of use in 
diagnosis. 

At first there are no physical signs. In a day 
or two, on examination by the vagina you feel 
fulness on one side of the uterus; and in the next 
few days this fulness gets larger and firmer. As 
the swelling increases, it spreads outwards and 
forwards, into the place where the lifting up of 
the peritoneum during pregnancy has made the 
cellular tissue looser than in the non-pregnant con¬ 
dition. (Fig 4.) Hence comes swelling to be felt 
by abdominal examination. At the height of the 
disease, you find a patient with fever, pelvic pain, 
and a swelling on one side, above Poupart’s liga¬ 
ment. This swelling, when at its height, has 
definite characters. It is fixed immediately under 
the belly wall Its upper border is sharp. Its 
highest point is about on a level with the iliac 
crest. Traced outwards, it sinks down a little 
before the anterior superior iliac spine is reached. 
Followed inwards, it slopes downwards an inch or 
two before the middle line is reached, till it seems 
to blend with the pelvic wall, about a third of or 
half an inch beyond the middle line. The swell¬ 
ing hardly ever exceeds these limits, or deviates from 
this shape. In a slight case it may not even get 
so large as this ; and if the case ends in absorption 
it becomes smaller as the disease is subsiding. 
The swelling is produced by effusion of lymph 
into the cellular tissue between the transversalis 
fascia and the peritoneum. The reason of its 
definite shape and size is, that its upper boundary 
is an anatomical one, viz., the line of firm attach¬ 
ment of the peritoneum to the anterior abdominal 
wall, which internally corresponds to the last 
tendinous intersection of the rectus muscle. 

The inflamed cellular tissue covers the psoas 
and iliacus muscles, where they pass over the 
pelvic brim towards their insertion into the femur. 
Hence, when the inflammation is at its height, 
movement of these muscles is painful, and there¬ 
fore the patient keeps the thigh slightly flexed. 

Inflammation sometimes continues in the broad 
ligament after it has spread into the groin : and 
then you feel on bimanual examination a lump by 
the side of the uterus, feeling as if one with it, and 
one also with the lump in the groin. In other 
cases, by the time the inflammation has reached 
the inguinal region, absorption of the intra-pelvic 
exudation has begun, and then on examination by 


Digitized by 


Google 


14$ The Clinioal Journal.] 


DR. HERMAN—PARAMETRITIS. 


[July 3, 1885. 


the vagina, ypu feel little or nothing abnormal, the 
inguinal swelling being the chief or the only physi¬ 
cal sign. 

Terminations of inguinal parametritis . There 
are two ways in which this inflammation com¬ 
monly ends, (i) absorption , also called “ resolution ,” 
and (2) suppuration . Matthews Duncan says that 
if suppuration is to begin at all, it begins in a few 
days: and I think he is right. 


uterus to the side of the pelvis; but in these cases 
the abdominal swelling ceases to be felt. In time 
the fibrous tissue thus fixing the uterus becomes 
looser and softer. I think, although I know of no 
evidence on the point, that in these cases of very 
chronic cellulitis the tubes and ovaries are usually 
also involved. 

(2) Suppuration . Most statistics * based on 
hospital cases show that suppuration takes place in 
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Fig. 4. 


Frozen section, above pelvic brim, of the body of a puerperal woman; showing cellular tissue 

above brim (after Barbour). 


(1) Absorption. In cases ending in absorption, 
after a few days the pain gets better, the fever sub¬ 
sides, and the swelling becomes smaller. In most 
cases the swelling has within two or three weeks 
completely gone, not a trace of it being palpable. 
The whole illness is then over within a month 
from its beginning. Sometimes the inflammation 
is slower in disappearing, and the exudation be¬ 
comes organized into fibrous tissue, which pulls the 


about half the cases. Duncan f thinks this too low 
an estimate, he does not say why. I think it too 
high; for I have seen parametritis in hospital out¬ 
patients end by absorption while the patients were 
keeping about. Such slight cases are not included 
in hospital statistics, and there may be other 


• Sec “West,” ed. by Duncan, p.428, and Griffith, “ St. 
Bart. Hosp. Rep.,” vol. xvi. 
f Op.cit. p. 128. 
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slight cases that get well without medical attend¬ 
ance. 

If suppuration takes place, pain and fever con¬ 
tinue. The inguinal swelling becomes larger, and 
at first harder. Then the skin over it becomes 
cedematous, red, and at length fluctuating. The 
usual place for pointing is a little above the 
internal abdominal ring; that is, near to where the i 
round ligament leaves the abdomen. The next 
stage is that the abscess bursts or is opened* 
Until this has happened, pain, hectic fever, and 
wasting continue. When the pus has had exit, 
the temperature falls, pain ceases, nutrition im¬ 
proves, and rapid recovery takes place. In most 
cases the illness is over within three months from 
its commencement. 

Diagnosis. This depends upon the situation 
of the swelling. The seat of pelvic inflammation 
cannot be stated until the lymph is so organized 
that it forms a swelling which can be defined. 
The inguinal swelling of parametritis is identified 
by its characteristic position and shape. 

It is not possible in the early days of the inflam¬ 
mation to say whether it will end in absorption or 
in suppuration. The longer the temperature keeps 
up and the swelling persists, the more likely is it 
that suppuration will occur. 

Treatment . There is no specific that will cut 
short pelvic cellulitis. All that can be done is to 
place the patient under favourable conditions, to 
relieve symptoms, and as soon as practicable to 
let out pus. i. So long as there is fever keep the 
patient in bed. 2. Support the patient's strength. 
As in all febrile diseases, appetite is bad, there is 
thirst, and digestion is weak. In an uncom¬ 
plicated case, the alimentary canal is healthy, 
except for the deficiency of the digestive juices 
brought about by the fever. Therefore let 
appetite be tempted by as much variety of easily 
digested and nutritious food of all kinds, as the 
skill of the cook can devise. Give stimulants, 
preferably light wine, if the patient is enabled to 
take more food thereby; and if pulse is feeble and 
extremities cold, give alcohol liberally. Give 
quinine if the patient’s stomach will bear it. 
3. Protect tender parts from pressure by adjustment 
of bedclothes, cradles, pillows, &c. If pain is 
complained of, use sedative liniments of a kind 
that can be painted on the part, such as a 4 or 6 
per cent, solution of oleate of morphia in olive 


oil, but not such as nhed to be rubbed in. If a 
greater anodyne effect is required, give opium by 
the mouth. But in this disease the patient’s 
suffering is more general malaise due to the fever, 
than local pain. Iodine is credited with a power of 
producing absorption. It will do no harm and 
may please the patient if the abdomen is painted, 
either with tincture of iodine, or equal parts of the 
tincture and the liniment I have not in this 
disease seen much benefit from counter-irritation. 
Some recommend painting the vagina : I think 
the necessary manipulations do more harm than 
good. 4. Let out pus. If suppurated para¬ 
metritis is left to nature, it will generally burst 
By opening it you save the patient a few days’ pain, 
even if you do not shorten the illness; but I think 
you do shorten the illness. 

, As soon as you can feel fluctuation, open the 
abscess by a free incision where it is pointing. 
Then either put in an indiarubber drainage tube, 
or lightly plug the abscess cavity with a strip of 
iodoform gauze, to ensure that the cavity may fill 
up from the bottom. When this has been done, 
rapid improvement in all symptoms generally at 
once begins. I know of few diseases in which the 
good effect of surgical intervention is so striking to 
the non-medical public. 

(To be continued.') 


Bums. —Never allow lint or cotton to come in 
contact with the burnt surface. Place between 
two layers of gauze a thin layer of cotton soaked 
in the following: ft Carbolic acid , 4 drachms, 
olive oil 9 saturated solution (aqueous ) borax 9 each, 8 
fluid ounces. M. Shake well. Envelop the 
burnt surface, and over this spread a layer of cotton 
batting, which is slow to absorb and prevents 
evaporation; finish with a roller bandage. Leave 
this dressing until the third day; then remove, and 
irrigate the burn from one-half to one hour with 
an antiseptic solution as hot as can be borne. 
Dry thoroughly with baked cloths and apply : ft 
Carbolic acid , | drachm; boric acid , 1 drachm; 
bismuth subnit ., 2 drachms; petrolatum , q.s. ad 1 
ounce. M. Spread on linen and finish as in 
primary dressing. Renew dressing daily. Con¬ 
tinue the hot wash until all the sloughs separate, 
then discard it. ( Louisville Medical Monthly .) 
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CLINICAL’ NOTES. 

With Dr. J. EDWARD SQUIRE 

In the Wards of the North London Hospital for Con¬ 
sumption and Diseases of the Chest. 


This youth—a shop porter aged sixteen years—was 
sent here said to be suffering from consumption ; 
and, so far as his general appearance on admission 
was concerned, it seemed probable that this suppo¬ 
sition might be correct. 

But although we may often get valuable indica¬ 
tions from a patient’s appearance and physiognony, 
I constantly point out that hints we may obtain 
from sight are by no means sufficient to guide one 
to a diagnosis. During the progress of the exami¬ 
nation of a patient, we frequently come upon some 
sign which seems fully to explain the illness; but 
though we may form theories as we go on, we must 
be prepared to throw them over if further examina¬ 
tion fails to corroborate them. Not until we have 
completed our examination—not until we are in 
possession of all the facts which are available—are 
we in a position to give an opinion on the patient’s 
illness. 

The processes through which a physician has 
to go in examining a patient may be compared 
to the judicial procedure in a court of law; and 
these processes should be worked out as systemati¬ 
cally, as carefully, and as thoroughly in medicine 
as in law. The issues at stake are fully as impor¬ 
tant to the patient as to the individual standing 
his trial. 

To follow up the simile, we first hear the indict¬ 
ment—that is, the idea of the patient or of his 
friends as to what he is suffering from. We then 
proceed to take evidence. First, such symptoms 
as the patient is able to describe, e.g. pain, dys¬ 
pnoea, cough, etc. Such matters require corrobo¬ 
ration from the observation of others (doctors, 
nurses, or friends), to make them of much value. 
Evidence likely to bear on the case is also sought, 
both from the patient himself and from friends, by 
asking the family history, and the personal medical 
history especially with regard to the present illness. 
We then proceed to collect such evidence as we 
can derive from methodical physical examination 
of the patient. Having elicited all the available 
evidence, we proceed to sum up—sifting and 
weighing the evidence and assigning to each fact and 


circumstance its due value. Then, and not till 
then, we can proceed to pronounce the verdict, 
and follow this by the advice and treatment suitable 
to the case. 

Pursuing this course with the patient before us, 
we are called upon to decide a case presumed to 
be one of consumption. The evidence of the 
patient tells us of slight cough and dyspnoea, 
emaciation, and some sweating at night. The 
history of the onset is as follows. The lad enjoyed 
good health up to the present illness. A month 
ago he felt giddy one day, and as he also had a 
bad cough he went to see a doctor. He was 
oidered to bed. He had a good deal of shivering, 
repeated but not severe rigors. He has never had 
any marked shortness of breath, nor has he ever 
expectorated with his cough. He has been 
“ feverish.” There has been no pain in the chest, 
and he can lie in comfort on either side. So far 
the evidence is not opposed to the presumption of 
phthisis, but we may note that the onset of the illness 
was somewhat sudden and was attended with rigors, a 
history more suggestive of pneumonia or pleurisy. We 
may incidentally remember that the onset of pneu¬ 
monia is generally marked by a single severe rigor, 
whilst at the commencement of pleurisy the shiver¬ 
ing fits are less intense but often repeated. The 
family history shows a freedom from consumption ; 
but in my opinion the family history is more im¬ 
portant for prognosis in phthisis than as an aid to 
diagnosis. The patient’s occupation is not one 
which specially predisposes to phthisis. We now 
come to the physical examination, which furnishes 
us with the most reliable evidence of all, for here 
there is no chance of the patient misleading us, 
whether intentionally or unwittingly. 

The lad’s appearance on admission a few days 
ago showed marked pallor and emaciation—severe 
but not acute illness. Even in this short time 
there is considerable improvement in his colour, 
and he looks brighter. 

The chest is well shaped and symmetrical, 
except that the right side seems very slightly fuller 
than the left The tape measure shows a difference 
of half an inch only. 

The movements in respiration are much 
diminished on the right side, and especially so in 
the lower part of the chest. In phthisis the 
diminution in respiratory movements is usually 
most marked in the upper portion of the chest 
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On percussion we find good resonance over the 
whole of the left side. 

On the right side in front there is resonance 
over the upper portion of the chest of a peculiar 
tympanitic character suggesting the stomach note 
(Skodaic Resonance); below this is dulness, 
getting absolute as we pass downwards, and con¬ 
tinued over the liver to three fingers’ breadths 
below the costal margin. The upper margin of 
this dull area slopes upwards from the fifth space 
near the sternum to the third space in the anterior 
axillary line. 

In the axilla the dulness extends as high as we 
can reach for percussion, and at the back its 
upper margin slopes downwards to the spine. 
The heart’s apex is felt beating about one inch 
immediately below the left nipple, the heart being 
slightly displaced outwards. 

We are justified in doubting whether the pre¬ 
sumption of phthisis covers the whole case, or can 
even be sustained by any evidence at present 
obtained. The curved upper limit of the dull 
area on the right side, rising to a point in the 
axilla, already suggests the presence of fluid in the 
pleural cavity—a hint which must not be neglected, 
but which is worthless without confirmation from 
further examination. 

Auscultation over the left lung furnishes no 
morbid signs, though the breath sounds are 
puerile. 

On the right side we hear the breath sounds 
down to and below the upper margin of dulness, 
losing them altogether at the base. Note that 
even when there is a considerable quantity of 
fluid in the pleural cavity we may hear the breath 
sounds—distant but distinct—and the heart sounds 
may be plainly conducted over the dull area, 
especially if the pleura be thickened. On ad¬ 
mission there were a few crepitant r&les to be 
heard in the upper part of the right lung, but they 
have disappeared now. 

Vocal fremitus is diminished over the dull area 
on the right, and is quite absent at the lower part 
of the chest on that side. 

We are now convinced that there is fluid in the 
right pleural cavity, but that is by no means all 
we have to decide before we can suggest the treat¬ 
ment or forecast the probable result of the illness. 

The further points of importance for decision 
are (i) the nature of the fluid-—whether serous or 


purulent—and (2) the possible dependence of the 
effusion on tuberculosis. 

There is only one certain means of deciding the 
nature of the fluid, viz. the withdrawal of a small 
quantity ( by aspiration; and the resident medical 
officer will obtain this for us while we discuss the 
indications which might give us some idea of what 
to expect. 

These indications cannot be relied upon, and 
with such a simple means of definitely deciding 
the point as by aspiration it is not necessary to say 
much on the subject. The marked appearance of 
illness of the patient on admission suggested the 
possibility of empyaema, but he has improved 
greatly in the past few days. 

The absence of pcctoriloquk aphonique has 
been said to indicate the purulent nature of the 
fluid—this sign we fail to find in this case. The 
temperature, which ran up to 103° F. on the 
evening of admission still reaches ioo° and 
ioi° every evening, though the lad has been ill 
over a month, and he perspires at night. The 
pulse is rapid, beating 152 times a minute. 

All these signs point to the fluid being purulent, 
yet as we see now the fluid is clear serum. I 
confess I am both surprised and relieved. 

As to the possible association of the pleurisy 
with tuberculosis, we have as yet little to guide us 
in this case. That many pleurisies are tubercular 
is undoubted; and that many persons, apparently 
free from tubercle when attacked with pleurisy, 
subsequently develop consumption is unquestion¬ 
able. 

In the present case the absence of signs of 
tuberculosis in the lung, and the freedom of other 
organs from disease, justify a hopeful view. 

It is too early in the disease to base any opinion 
on the temperature, and in the absence of expec¬ 
toration we cannot look for bacilli. The ultimate 
prognosis must in any case be guarded, in view of 
the increased liability to phthisis which results from 
an attack of pleurisy with effusion. 

The treatment will be mainly tonic, and we 
shall not attempt to remove the fluid by aspiration, 
until we have given time to see if absorption takes 
place. 

Working out this case in a methodical fashion, 
it seems impossible that anyone could have failed 
to diagnose pleuritic effusion. But you must not 
make the mistake of supposing that the detection 
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of fluid in the pleural cavity is always an easy 
matter. I have seen several cases in consultation 
lately where the presence of fluid has escaped the 
notice of careful observers. I have also come 
across instances where the chest having been exa¬ 
mined at the commencement of an illness, further 
examination has not been considered necessary, 
and fluid has subsequently been effused un¬ 
noticed. 

The former accident may happen to any of us, 
the latter oversight is incompatible with proper 
professional care. 

I can also recall recent instances where persons 
have been treated for " rheumatic ” pains in the side, 
which have been explained when a short time later 
fluid has been found in the pleural cavity. i 


These two women will serve to illustrate an 
interesting point. The early detection of tuber- 1 
cular mischief in the lung is of such importance— 
in view of the greater success of early treatment— 1 
that it is well to know where we may expect the I 
first signs of tuberculosis to show themselves. j 

As is well known, the apex of the lung is the i 
most frequent seat of tubercular disease when this ; 
first attacks the chest. 

In this first case, a woman aged twenty-five • 
years, who has had a cough more or less always,' 
had a slight attack of haemoptysis about twelve; 
months ago. A casual observer might pronounce ; 
her lungs to be sound. You, however, will hear 
some crepitations—such as we have become accus¬ 
tomed to associate with tubercular mischief—in 
the right supra-spinous fossa. This is just the 
position in which we so frequently find the first 
signs of tubercular disease in the lung. 

But it is a curious and interesting fact, which I 
have long noted and frequently confirmed, and ( 
which I have never seen mentioned by others, that 
when, with active mischief in one lung, the other 
lung becomes infected, the first signs of this acci¬ 
dent will not be found in the extreme apex of the 
secondarily affected lung, but in situations which 
I will now indicate. 

When the primary mischief is in the left lung, i 
and the right lung becomes infected (probably I 
from the sputa passing into the bronchus), you will 


find the first indications of this by examining over 
the second right costal cartilage near the sternum. 

If, however, the left lung becomes infected 
from active tuberculosis of the right, the position in 
which you may expect to find the first signs of this 
auto-infection is in the anterior axillary line just 
above the level of the nipple—about the third 
intercostal space. 



Infection of right lung from the left. L. N., £et. 27. 



Infection of left lung from the right. S. L., aet. 23. 

This second patient, L. N., illustrates the cor¬ 
rectness of my €i position of selection ” in infection 
of the right lung from the left. 

A draper’s assistant, twenty-seven years of age, 
has been suffering for two years with tuberculosis 
of the left lung. On admission six weeks ago she 
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had extensive disease involving almost the whole 
left upper lobe. There was acute breaking down 
of the lung, and already clear signs of cavity. 

The right lung gave no evidence whatever of 
tubercle. For a week after her admission the 
temperature rose every evening to about ioo° F., 
and then for a time it never rose above 99 0 F. 
Ten days ago the temperature again rose to ioo° 
and ioi° at night, and on examining over the 
second right costal cartilage—my “selective point” 
—we heard crepitations indicating tubercular 
infection. Counter-irritation by iodine on the 
chest was at once ordered, and after five days of 
evening fever the temperature steadied down, 
and now again varies little from the normal. On 
examining now you will not hear any crepitations, 
but a single “click ” at the end of inspiration 
marks the position where the tubercular focus was 
established. 

Here we were prepared, when we saw the rise 
in temperature, to find a new centre of infection, 
and knowing where to expect it if it was in the 
previously sound lung the mischief was at once 
detected, and I think we may say that the 
prompt treatment has checked any further 
advance in this lung, at least for the present. 

Why the positions I have mentioned should be 
those selected for infective material to settle, I am 
not yet able to say. Probably the direction of 
the branches of the bronchi will furnish the 
explanation, but I have not yet been able to 
satisfy myself on the point. I shall, however, be 
glad to hear that others have been able to con¬ 
firm my observations as to the position of selec¬ 
tion in infection of the hitherto sound lung, from 
one seriously affected with tuberculosis. 


NOTES OF CASES DEMONSTRATED 
AT THE CLINICAL MUSEUM, 

BY 

JONATHAN HUTCHINSON, F.R.S., LLD. 


in unusual form of Lupus Vulgaris. 

A man, aged 42, florid and apparently in excellent 
health, presented a very unusual condition on his 
face and ears. The sides of his cheeks were 


covered with isolated fleshy tubercles from the 
i size of peas almost to that of broad beans. There 
were also one or two tubercles on his nose and 
several on his forehead near to his eyebrow. The 
tubercles were everywhere alike, showing but little 
: tendency to coalesce and none whatever to 
ulcerate. In colour they might be compared to a 
dull-tinted currant jelly. Some of them were 
flattish, but others elevated and at least a quarter 
of an inch in thickness. His ears were tumid and 
everywhere occupied by tubercles similar to those 
on his cheeks, but with the difference that they had 
become fluent and were of a deeper, i.e. more 
purple tint. The ears showed no ulcers nor any 
traces of erosion. Their lobules were especially 
thickened. The man stated that these tubercles 
on his face had been present for about four years, * 
and that they gave him no trouble excepting from 
the disfigurement caused. During the first two 
' years they had increased in size and number, but 
of late he thought they had been stationary. He 
was engaged at a railway station, and probably a 
good deal exposed to changes of weather. Al¬ 
though apparently in excellent health himself, he 
had lost a son from phthisis, and another son 
whom he brought with him presented conditions 
which were suspicious as regards tuberculosis. 
At first this patient stated that he had no other 
form of skin disease, but on being pressed remem¬ 
bered that he had something on his legs. On our 
insisting on examining the latter, we found that 
the whole of the front of both legs was in a con¬ 
dition of very superficial scar, at the margins of 
which was an eruption with an abrupt spreading 
edge. Near to the chief patches were several 
smaller ones as high up as the sides of the knees. 
These patches were said to have been present for 
twenty-seven years, having commenced at the 
age of fifteen, and had been steadily aggressive 
ever since. Although more superficial than lupus 
vulgaris usually is, there could be little doubt that 
they ought to be so named. 

Comments . This case is one of great rarity and 
interest. The eruption on the man's face does 
not present the usual characters of any form of 
lupus. It is not in the least like lupus erythema¬ 
tosus, nor does it show the tendency to ulcerate 
or to form large patches which characterizes lupus 
vulgaris. Its tubercles remain isolated, and they 
look like currant jelly rather than apple jelly. 
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The conditions are, too, almost symmetrical, espe¬ 
cially in this case as regards the ears. The latter 
might be regarded as a condition of very chronic 
chilblain, but the tubercles on his face could not 
be so named by anyone. I had diagnosed the 
case as belonging to the lupus family before I 
knew anything of the state of the man’s legs, and 
I may claim the evidence afforded by the latter as 
corroboration. The condition of his legs is, how¬ 
ever, very peculiar. I have no doubt that it is 
lupus, but there might possibly be some difference 
of opinion as to the diagnosis. Some might 
incline to call it a dry eczema, and undoubtedly 
the man has varicose veins, which are frequent 
concomitants of chronic eczema on the legs. We 
must note, however, that it has persisted ever since 
the age of 15, has been steadily aggressive, and 
leaves scars. For me, a scar leaving eczema with 
an abrupt and steadily aggressive edge is an 
eczema lupus; in other words, it is eczema modified 
by the presence of the tubercle bacillus. Accept¬ 
ing the diagnosis of lupus for the legs, however, 
there still remains some difficulty in explaining the 
connection between their state and that of his face. 
There has been an interval of twenty-three years 
between the beginning of the one and that of the 
other. It is very exceptional, as I have often taken 
occasion to remark, for patches of lupus vulgaris to 
exhibit any infective properties as regards distant 
parts of the organism. We must admit, however, 
that it is possible in this case that the long-standing 
lupus on the legs may have furnished germ matter 
which has developed the very peculiar condition 
which we see in the face. That there are tuber¬ 
cular tendencies in the man’s family is fully proved. 
The case much resembles, more especially in 
reference to the appearance presented by the face, 
that of an old woman, named Mortimer, whom we 
have repeatedly had before us. In her, when 
young (she is now 71), an eruption exactly like 
that in our present patient appeared on her face 
and ears. There were also large symmetrical 
groups of tubercles on the backs of both upper 
arms. One ear was also affected. There was the 
same entire absence of tendency to ulcerate which 
we have noted in the man who has just been 
before us. I took Mrs. Mortimer to a meeting of 
the Dermatological Society, where her case ex¬ 
cited much interest. The general suspicion was, 
I believe, that it would prove to be not lupus, but 


sarcoma of the skin. I have no hesitation what¬ 
ever in saying that her malady and that of our 
present patient are the same, and as they stand for 
the present alone, and as I possess good portraits 
illustrating Mrs. M.’s condition, I would propose 
that* we recognize them temporarily as the Mrs. 
Mortimer group. 


Paralysis of the Third Nerve in a Young Boy. 

In this case a boy, aged 6, brought by Dr. 
Thompson from MoorAelds, presented the condi¬ 
tions of complete paralysis of the left third nerve, 
with the single exception that his pupil was not 
dilated. The upper eyelid drooped so as to com¬ 
pletely cover the eye. The condition had been 
present for three weeks, and had been preceded 
by pain in the head and sickness in the morning. 
These symptoms had, however, ceased, and the 
lad, although pale and delicate-looking, did not 
present any other indications of cerebral mischief. 
Dr Thompson had used the ophthalmoscope and 
found no optic neuritis. There were no indica¬ 
tions of inherited syphilis. 

Comments . We must leave the diagnosis in this 
case for the further development of symptoms. 
Complete paralysis of the third nerve, without 
other cerebral symptoms, is exceedingly rare in 
children. We can only conjecture, looking at the 
history of the onset, that there has been some 
inflammatory mischief, possibly of tubercular origin, 
but locally restricted, which implicates the trunk 
of the third nerve. It is, however, very unusual 
for symptoms such as this boy has been threatened 
with to pass away and leave only a local 
paralysis. 


Case of Congenital Pemphigoid Eruption 
with Disease of the Nails. 

A woman, aged 31, brought by Mr. Hitchins, 
was the subject of a severe bullous eruption which 
chiefly affected her limbs, and from which, as she 
said, she had suffered all her life. Her face was 
wholly exempt, but her Angers showed excoriations 
and deep cracks, and, with one exception, all her 
Anger nails had been destroyed. The condition 
of the nails was peculiar. Over the lunula and 
the adjacent part, the stump of the nail, broken 
short off, still remained ; the distal three-fourths 
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of the nail bed presenting only a smooth, soft 
surface. On one of the fingers the nail was of its 
natural length, but quite loose from its bed and 
opaque in structure, excepting at its root. There 
were many excoriations on the patient’s shoulders 
and chest and the fronts of her legs were wholly 
occupied by thin scars with a certain amount of 
crust. On the sides of her knees there were some 
large bulls. There were also a few bulls on the 
feet. Her face was wholly exempt. The patient 
had had a great deal of treatment, having been 
under several specialists. She said that she had 
sometimes got almost well, but never quite so. 
She considered that her eruption had usually been 
worse in spring and autumn, but she also distinctly 
recognized that hot weather aggravated it. The 
influence of local irritation had also been definite. 
She said that she could not kneel or do any house¬ 
hold work, since it always produced vesications. 
She had been disabled from all occupation. Her 
skin was dry and crinkly, a slight form of ichthyosis. 
She was covered with small scars, but these were 
probably attributable, in part at least, to an attack 
of small-pox. She had three brothers and two 
sisters, all of whom were reported free. 

Comments . Before we attempt to give any name 
to this disease, let us try if we can arrive at any 
idea of its cause or real nature. I have under 
observation in private a series of precisely similar 
cases, several brothers and sisters having been 
liable during the whole of their lives to a vesicating 
eruption, with destruction of the finger-nails, 
exactly such as this patient has shown us. In that 
instance the mother of the family suffered during 
her early life from a similar condition, and although 
she has now become free from the tendency to 
eruption, she has permanently lost her finger-nails. 
Now, having regard to these facts, are we not 
justified in believing that the patients have been 
bom with hereditary peculiarity of skin involving 
special liability to irritation from pressure and the 
like influences ? These congenital and hereditary 
cases are not to be placed exactly in the same 
category as common pemphigus. They may be 
allied to it, but certainly they are not the same. 
They do not run the same course, nor are they 
amenable to the same treatment. Had this patient 
been the subject of true pemphigus, her health 
would have failed far more than it has done. We 
know nothing of pemphigus as a family or hereditary 


disease, nor does it usually commence in infancy, 
nor does it usually attack the nails. Yet in spite of 
these very obvious differences, we must not hastily 
assume that there is no real association between 
the two. In the most typical forms of pemphigus 
there is often observed a remarkable susceptibility 
oif the. skin to external influences. I have known 
patients in whom the slightest pressure of a friend’s 
hand would cause a bulla to develop; and it may 
be that even in common pemphigus there is some 
congenital peculiarity of structure, although it is 
wholly undeclared. The cases I have mentioned 
and the one before us are valuable, because they 
make it certain that such peculiarity may exist, 
and may entail liability to vesicating forms of 
dermatitis. 


A ease of Universal Alopecia forty years 
after Ringworm. 


For this case also we were indebted to Dr. 
Fleming. The patient, a man of 55, in good 
health, had become hairless. His loss of hair 
began as usual in round patches on his scalp. 
These progressed very rapidly, and in the course 
of two or three months he had lost all his hair. 
The pubes, axillae, and the entire surface of the 
body were involved as well as the scalp. It was 
two years since the commencement of the malady. 
He was by occupation a quarryman. There had 
been no evidence of contagion in his family. On 
inquiring about ringworm, he stated that he re¬ 
membered when a boy having patches of ring¬ 
worm which were cured by the application of 
ink. 

Comments . Those who attend these demonstra¬ 
tions frequently will not hear for the first time that 
my creed respecting alopecia areata is, that in a 
majority of instances it is a sequel of ringworm. 
I am aware that this creed is not accepted by 
many observers. In my own practice, however, 
almost every case that I see gives it support. 
Only this morning a gentleman came to me with 
patches of alopecia on his scalp, some of them 
quite bare, and others, which had been vigorously 
treated, growing white hair. He was, like Dr. 
Fleming’s patient, upwards of 50 years of age, and, 
like him, he well remembered having been treated 
for ringworm as a boy. You will perhaps suggest 
that the interval in these cases is so long as to 
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make it almost incredible that the two maladies 
are in any connection with each other. Cases, 
however, occur in which the interval is of most 
varied duration. It may be only a few months. 
More usually it is ten or fifteen years, and in rare 
instances, as in the two before us, it may be thirty 
or forty. I have no doubt that we have here a 
remarkable example of what is possible in the way 
of latency of germs, and one from which much 
may be inferred. Probably some germ material 
derived from the ringworm fungus is left behind 
in the tissues, and is destined in the course of 
years, and in connection with some influence 
which we cannot as yet appreciate, to assume 
again a vigorous vitality. We must note that in 
Dr. Fleming’s patient, who has become absolutely 
hairless, the disease began in round patches, which 
spread at their edges exactly as it does in the less 
extensive cases. Now and then the alopecia 
areata manifests contagious properties. I well 
remember a case in which a father of a family 
suffered from it, and became in a short time 
almost as hairless as the man we have just seen. 
Several of his children suffered at the same time, 
apparently acquiring the malady by contagion. 
In all of these the patches showed the characters 
of alopecia areata, and did not in the least resem¬ 
ble ringworm. 

& Canoer attacking a Mole. 

The patient in this case was an old man of 60. 
On the back of his head was a deep ulcer as large 
as a half-crown, with hard edges, but no warty 
growth. The ulcer did Hot present the characters 
usually seen, either in the rodent ulcer, the 
crateriform, or the more usual forms of epithelioma 
of the skin. Its duration, which was little more 
than three months, was also a fact showing a wide 
difference from the ordinary forms of rodent. It 
had commenced in a warty mole which had been 
present from birth, and part of which still remained, 
undestroyed by the cancerous ulceration. 

Comments . I am interested in this case because 
it seems to illustrate the important law that the 
conditions developed in connection with what 
we call malignant action derive their peculiarities 
from the tissue in which they originate. Cancers 
beginning in moles must be studied by themselves, 
and quite apart from those commencing in more 
normal structures. Moles, as we know, present 


considerable varieties. In the pigmented mole, a 
form of melanotic sarcoma not unfrequently 
originates. In the present instance the mole is 
not pigmented, but one of those lobulated fleshy 
structures to which the name turkey-wattle mole 
has sometimes been given. In several other 
examples I have seen a form of cancer begin in 
this mole, which ran much the same course that 
we have witnessed in this patient. Progressing, that 
is, much more rapidly than in rodent, but produc¬ 
ing, as in rodent, extensive ulceration with but little 
growth, and not affecting the lymphatic glands. I 
shall excise this ulcer freely, and shall await with 
much interest the verdict of the microscope as to 
its nature. That it is in every sense malignant 
there can be not the slightest doubt. 


REVIEW. 


The May number of The Phonographic Record of 
Clinical Teaching has three practical papers. Mr. 
Marcus Gunn describes how to overcome the 
obstacles met with in examining the eyes of 
children. Gentleness' and a quiet manner are 
insisted upon, the resort to force or an anaesthetic 
being necessary in a certain proportion of the cases 
only. Mr. Peyton Beale contributes a useful article 
on the treatment of naevi in infants, and except in 
those cases where escharotics are applicable, or 
the situation of the naevus forbids it, he recom¬ 
mends excision with the knife. But perhaps the 
article of most interest is that by Dr. Wm. Osier, 
of Philadelphia, on the diagnosis of malignant 
endocarditis. The high temperature, with marked 
remissions, the drenching sweats, more profuse than 
in acute rheumatism, the petechiae of the skin, 
due to embolism in the small vessels, the enlarge¬ 
ment of the spleen and haemorrhage from the 
lungs, the frequent association with pneumonia, 
and the grave condition of the patient, are the 
indications that an endocarditis is of the malignant 
variety. 

We learn that the Society of Medical Phono- 
graphers has now a roll of 139 members, and that 
a register of senior students able to use shorthand 
with facility is being prepared, so that physicians 
and surgeons requiring the help of medical short¬ 
hand writers for lectures or other work will be able 
to procure it from the Society. 
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A CLINICAL LECTURE 

ON 

TUBERCULAR MENINGITIS, 

Delivered at the Middlesex Hospital, June 21st, 1895, 
By SIDNEY COUPLAND, M.D„ M.R.C.S., 
Physician to the Hospital. 


Gentlemen, —There is at present, in Princess 
May Ward, a little fair-haired boy, two-and-a-half 
years old, who is lying in a comatose state, from 
which it is not possible to rouse him. He is well 
nourished, is breathing regularly, but rather 
rapidly (44 per minute); his face is flushed, the 
pulse quick (156), and temperature raised (ioi° 
to 102 0 F.) He lies on his back, with eyes either 
fully open or half closed, the pupils widely dilated, 
and inactive. There is no conjunctival reflex, and 
there is slight though obvious right internal stra¬ 
bismus. There is no facial paralysis. The forearms 
are flexed at the elbow to about a right angle, 
the hands clenched, with thumbs flexed and ad¬ 
ducted into the palms. But there is not much 
rigidity, for it is easy to passively straighten the 
limbs, although they speedily resume their pre¬ 
viously flexed attitude. The lower extremities are 
flaccidly extended, the left foot being inverted, but 
they are not paralyzed, for he moves them occasion¬ 
ally. The abdomen is markedly retracted. A 
tache c^r&rale is readily obtained. 

It is obvious that he is suffering from cerebral 
compression, due to the effusion of fluid into the 
ventricles. This is further borne out by the oph¬ 
thalmoscope, which reveals a distinctly swollen 
disc in each eye, the retinal veins being engorged 
and tortuous, but in neither disc is there evidence 
of inflammatory exudation. The coma was com¬ 
mencing as far back as June 15th, the date of his 
admission, for he was then dull and lethargic, 
taking little notice of his environment, and could 
only be roused with difficulty. At that date, how¬ 
ever, the conjunctival reflex was obtainable* 
Beyond an attack of bronchitis when six months of 
age, the child appears to have enjoyed very good 
health. He was suckled late—up to sixteen 


months—but does not exhibit any sign of rickets. 
He has not had scarlet fever, measles, or whooping 
cough. On June 6th he was attacked with vomit¬ 
ing, which recurred on the 7th, when he also had 
a slight cough, and his mother noticed that his 
skin was hot. On the 8th the child complained of 
pain in the head ; he still continued to vomit at 
intervals, and the bowels were constipated. He 
had no fit. 

His mother was inclined to attribute his illness 
to a fell some days previously, but there is no sign 
of injury on the head. He has not vomited since 
his admission, and, beyond the deepening coma, 
there has been very little variation in his State. 
Only once has he cried out with pain in the head \ 
on a few occasions some involuntary twitchings 
have been observed. His mother first noticed 
the strabismus on June 6th. 

Thus, then, the main clinical evidence on which 
to base a diagnosis is: a brief illness ushered in 
with vomiting and headache, associated with 
strabismus, and accompanied by a gradually 
deepening coma and commencing optic neuritis, 
with some evidence of slight irritation of the 
upper limb centres. Scanty as this evidence is, 
perhaps even because of its scantiness, we may 
confidently diagnose the case as one of tubercular 
meningitis. 

This subject of tubercular meningitis may be 
taken to supplement the observations on cerebral 
tumours, which I offered in my last lecture, three 
weeks ago, for both conditions have many 
symptoms in common. Tubercular meningitis 
exhibits itself in a great variety of ways; if we 
were to catalogue all the symptoms which may 
possibly occur in the disease, we should have a 
very long list, but it is only natural that this should 
be the case, seeing that the disease may extend to 
any part of the surface of the brain. In the 
majority of cases, the tubercles are implanted near 
the base of the brain, in and about the Sylvian 
fissure, causing inflammation of the pia mater 
there, which results in the exudation of lymph. 
This lymph may entangle the nerves at the base 
of the brain, causing paralysis of one or other 
of the ocular nerves. But in addition there is fre- 
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quently evidence of cortical disturbance, such as 
we find in cases of solitary tubercle involving the 
cortex. Convulsions are not at all uncommon, 
and they generally involve one particular part of 
the body before becoming general: this fact 
points to some irritation of a particular part of 
the cortex, and then to an involvement of the 
cortex as a whole. The fits vary greatly, both in 
extent and severity. The patient now under 
special consideration has had no fit, and there has 
been no evidence that the cortex of his brain is 
irritated, the signs being those of slightly increasing 
compression of the brain. Thus it would seem 
that in this case there is no inflammation spreading 
on to the convexity of the hemispheres, but that the 
exudation is entirely confined to the base of the 
brain, and is probably not very great in extent. 
It has now produced hydrocephalus. In order to 
illustrate other features of the disease I may refer 
to you one or two other cases we have had this 
year. 

For example, there is the case of a boy who 
was in the hospital quite recently, and may well 
be contrasted with the case now in the ward. He 
was i\ year old, and was admitted on May 29th. 
His previous health was not good, and he had 
recently been suffering from bronchitis. He does 
not‘appear to have had any specific fever, but the 
severe attack of bronchitis, which kept him in an 
infirmary two months, has an important bearing on 
the origin of the meningitis. Besides this, he had 
been improperly fed, and was decidedly rickety. 
His illness dated from 24th May—five days prior 
to admission, when he had a “ fit,” during which 
his mother noticed that he changed colour and 
clenched his fists. When the fit passed away he 
vomited, and continued to vomit at intervals from 
that time. He also became drowsy, but did not 
appear to be in pain, as he only cried out when 
disturbed, and the fits did not recur. There was 
constipation. When admitted he was in a heavy, 
drowsy condition, very much like our present 
patient. He lay in bed on his left side, with his 
legs drawn up; and there was a slight drooping 
of the left lower eyelid, retraction of the abdomen, 
and a well-marked tache. There were a few 
scattered rhonchi audible over both lungs, and the 
pulse was irregular. On June 1st he spontaneously 
cried out on two or three occasions, as if in pain, 
but there had been no recurrence of the vomiting 


since his admission, and the drowsy state remained 
unchanged. On the morning of the 3rd, however, 
he had another fit, which began with clonic spasm 
of the right arm, then spread to the right leg, and 
subsequently became general. After the fit, the 
arm and leg became rigid, with very marked 
flexure of the wrist and of the thumbs. Occasion¬ 
ally the arm was moved about in a purposeless 
way, but the left limbs were not at all affected. 

On the 4th he had become more drowsy, and 
eventually arrived at a comatose condition. Slow 
nystagmus was observed, and it was also noticed 
that both hands were clenched, the thumbs turned 
inwards, and both arms were flexed almost at right 
angles. The breathing had become irregular, and 
for a few hours approximated to that type where 
you have intervals of apnoea, followed by increasing 
dyspnoea, then again slowing down to apnoea, the 
type known as “ Cheyne-Stokes breathing.” The 
optic discs appeared slightly blurred. On the 5th 
the breathing had lost the typical Cheyne-Stokes 
character, but was still very irregular and quick. 
The muscular rigidity had markedly increased; for 
it now involved not only the upper limbs but the 
trunk, so that the head was extremely retracted, 
and there was arching of the back (opisthotonos), 
the head and heels being practically the supports 
for the body. In addition to this, there was bend¬ 
ing of the body to the left (pleurosthotonos)—this 
tonic spasm indicating marked irritation of the 
cortical centres of the muscles of the trunk. There 
was also slight nystagmus, which continued for the 
rest of life, which was very brief, as he died in the 
early morning of the 6th, the temperature rising to 
104° shortly before the end. Post-mortem exami¬ 
nation showed a considerable amount of hydro¬ 
cephalus, causing flattening of the convolutions. At 
the base of the brain there was much greenish 
lymph, chiefly on the right side; and in the pia 
mater between the lobes there were numerous 
tubercles, some of them almost caseous. There 
were scattered tubercles also on the convexity, 
and it is interesting to note that whereas the 
right-sided convulsions pointed to irritation of the 
cortex on the left side, there were notably more 
tubercles on the right hemisphere than over the 
left. It would appear, however, that the part of 
the cortex implicated in the right hemisphere was 
behind the Rolandic area. Besides these lesions, 
there were three or four tuberculous ulcers in the 
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intestine, apparently of recent formation, and there 
were numerous caseating glands in the bronchial 
and cervical glands; but no tubercle was found in 
the lungs. 

I may also allude to the case of a boy, aged 2 
years 9 months, who was admitted January 
20th, and died on the 23rd of the same month. 
We were told he had been very healthy previously, 
and that there was no history of tubercle in the 
family; indeed, nothing could be learned to ex¬ 
plain tubercular infection in his case. The attack 
of meningitis commenced eight days before admis 
sion, and was ushered in by vomiting, which the 
simple treatment adopted by his mother did not 
allay, and he could not sleep well. A day or two 
afterwards he seemed to pick up and improve ; 
such a brief temporary abatement of symptoms 
often happens in tubercular meningitis. He then 
relapsed, and the accompanying vomiting was fol¬ 
lowed by drowsiness and lethargy. But he did not 
seem to be really ill until the 19th, at which date 
he complained of pain in his head. His mother 
noticed that he rolled his eyes a good deal, and he 
ate no food. He was first treated as an out¬ 
patient, and it was noted that he had a slight 
cough. Shortly after he was admitted in a semi¬ 
conscious condition ; he did not appear at all 
irritable, and was only roused with difficulty. The 
pupils were equal, but rather dilated, and sluggish 
in reaction. The abdomen was retracted, there 
was a marked tache obtainable on the skin; 
respiration was slow and somewhat irregular; and 
a systolic murmur could be heard at the apex of 
the heart. Sonorous rhonchi could be heard over 
the chest. There was pronounced constipation. 
During the night he became conscious, but on the 
morning of the 21st he was found to be again 
relapsing into his former drowsy state, and kept 
his eyes and head turned to the left, the eyes being 
only partially open. There was slight ptosis on the 
left side. Ophthalmoscopic examination revealed 
well-marked optic neuritis in the right eye, and to a 
less degree also in the left. On the 22nd he again 
had a brief interval of consciousness, but soon 
relapsed into his former state, the cheeks becom¬ 
ing very flushed. The pupils were largely dilated, 
there was only slight conjunctival reflex, and the 
respirations were most irregular: a long, deep in¬ 
spiration being followed by an apnoeal interval of 
fifteen seconds, then by two shorter inspirations, 


these again being followed by a longer interval. 
The coma deepened, and as it was manifestly due 
to intra-cranial pressure of extreme degree, it 
seemed justifiable to attempt its reduction by 
draining away the fluid which was distending the 
cerebral ventricles. In order to do this it is not 
necessary in many cases to tap the ventricles 
directly—since there is a free communication 
between them and the sub-arachnoid space, at the 
foramen of Majendie. Moreover, by draining the 
spinal arachnoid, it is possible to relieve the dis¬ 
tended ventricles, provided that the foramen or the 
sub-arachnoid cavity itself be not sealed by in¬ 
flammatory exudation. The simplest plan is to 
puncture the spinal theca by a Southey’s trochar 
inserted between the fourth and fifth lumbar 
vertebrae, and thus to penetrate the sheath over the 
site of the chorda equina. The cerebro-spinal fluid 
then usually drains away freely, and the plan has 
been practised with success in a few cases of acute 
hydrocephalus, causing the entire abatement of the 
symptoms of intra-cranial pressure and ultimate 
recovery. For a successful result of this pro¬ 
cedure, I may refer to a case recorded by Dr. 
Wallis Ord and Mr. Waterhouse, of a child, in 
Victoria Hospital for Children (Med. Soc. Trans. 
1894). The history of this case was analogous to 
those I have just quoted, and the diagnosis was 
one of tubercular meningitis, with commencing 
coma. Dr. Wallis Ord and Mr. Waterhouse decided 
to drain the ventricle, but instead of puncturing 
the spinal canal, it was thought a better result 
might ensue from tapping the sub-arachnoid 
space from the skull. A trephine opening behind 
the mastoid was therefore made, and a tube in¬ 
serted. With a little manipulation a free vent was 
soon made, and a considerable quantity of fluid 
was extracted. The result was that the symptoms 
of increasing coma entirely disappeared, the 
optic neuritis subsided, and the child eventu¬ 
ally recovered. Unfortunately, we did not get 
such a satisfactory result in the case I am alluding 
to. The fluid continued to drain away through 
the tube in the spinal canal, though not very freely 
at first. Nor were any signs of improvement 
observed; on the contrary, the child began to 
suffer again from fits, which you will remember 
had only occurred at the onset of the illness. This 
recurrence of convulsions took place on the 
evening of the day on which the tapping was 
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performed, the head being turned to the right 
during the paroxysm. Several test-tubes of fluid 
were collected by the drainage, and that the fluid 
in the canal was obviously under great pressure 
was evidenced by its forcible ejection when the 
puncture was made. 

Although there was at first no sign of improve¬ 
ment, yet on January 23rd the child began to be 
more conscious .than at any time during his stay 
in hospital. He then became very restless, and 
he had another convulsion, lasting about a minute, 
which was again followed by a lapse into coma. 
Towards the afternoon of the 23rd he had a series 
of fits, which succeeded each other at lessening 
intervals, until he died ; the temperature rising to 
104*2°. At the post-mortem we were naturally 
anxious to ascertain whether the intra cranial pres* 
sure had been relieved by the procedure adopted. 
Certainly the lateral ventricles were found to be 
only slightly distended, the convolutions were not 
much flattened, but the meningitis was severe. 
There were a considerable number of tubercles on 
both hemispheres, more especially on the right, 
and a little yellowish lymph in the sulci. Numer¬ 
ous tubercles were also found on the base of the 
cerebellum. The puncture in the spinal mem¬ 
branes was inspected, and no inflammation was 
seen around it. Caseous nodules were found in 
the lungs, and in the bronchial glands. The only 
other organ in which tubercular granulations 
occurred was the spleen. 

These three cases will be sufficient to show you 
that the course of tubercular meningitis is often 
very brief, that its onset may be quite sudden and 
unexpected in a child of apparently perfect health, 
and yet that the post-mortem may reveal the pre¬ 
sence of a considerable amount of infective tuber¬ 
cular material. 

In order to give more cogent proof of this asser¬ 
tion, and also to confirm my own impression, I 
have analyzed the cases of tubercular meningitis, 
examined after death at this hospital for a period 
of twenty years—1874 to 1893. The analysis is 
based upon the facts recorded in the annual 
Pathological Reports, and the diagram before you 
will show at a glance the proportion of these cases 
in which the meningitis was apparently primary, 
and those in which it was probably secondary to 
tubercular disease elsewhere implanted in the 
body, for I suppose we are right in assuming if 


we find in any organ a caseous tubercular focus 
associated with acute meningitis, that such focus 
has been the origin of the more severe cerebral 
manifestation. This is in accordance with the 
knowledge possessed long before it was known 
that tuberculosis was due to a bacillus. This 
matter lends itself to being stated in a statistical 
way, but statistics do not prove everything. It is 
only by dealing specially with every case that 
you can rely on forming a correct conclusion, 
and it is essential that the examination should be 
very complete, because the focus may be found in 
quite an unexpected region. 

The statistical results of the 119 cases thus 
analyzed are given in the accompanying table, in 
which, however, there are not included every 
region where tubercle may be formed (e.g. the 
choroid coat of the eye, the pericardium, and 
endocardium). 

It wiin>e observed that in three cases the ex¬ 
amination was limited to the head, leaving 116 
cases, which may be classified into four distinct 
groups, viz.: A. Those in which there was 
meningitis only, nine cases ; B. Those in which 
meningitis was associated with caseous foci in 
other parts only, twenty-three cases; C. Those in 
which there were recent granulations disseminated 
in organs as well as old caseous foci, seventy-one 
cases; and D. Those in which there were only 
recent granulations elsewhere, thirteen cases. 

From this table we learn the proportion of these 
cases in which the tubercular meningitis formed 
part of a general miliary tuberculosis. We find 
this proportion to be 11*2 per cent.—there being 
thirteen cases where recent tubercle was found in 
other organs of the body without any old caseous 
deposit being discovered. Subtracting these cases, 
and the nine cases of uncomplicated meningitis, we 
have 94 out of 116 in which there was old caseous 
material in some part of the body. Of course, in 
many (71) of these there were also recent granu¬ 
lations in other organs; indeed, the same infection 
which gave rise to meningitis gave rise to general 
tuberculosis. So that of 94 cases, 71 had, 
besides the old deposit, recent tubercle scattered 
about. Recapitulating, we have then four classes, 
viz.:— 

1. Primary tubercular meningitis. 

2. Miliary tuberculosis, without any primary 
source of infection discovered within the body. 
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3. Miliary tuberculosis complicating old tuberole 
in one or other organ. 

4. Old tubercle causing meningitis only, with no 
other manifestation of acute tuberculosis. 

It is clear that our ideas as to the prognosis and 
treatment of tubercular meningitis must be con¬ 
siderably influenced by considerations arising out 
of these pathological facts. When the notion of 
draining the ventricles in tubercular meningitis 
was first introduced, it was argued that it probably 


system, we And, after death, a large number of 
tubercles in other parts of the body. 

A further point is: does tubercular meningitis 
ever get well spontaneously ? So far as we know 
there is no drug that has any curative influence 
upon it. We may prescribe iodide of potassium, 
but no one can assert that it really does any good. 
Still, we do know that tubercle in the lungs and 
elsewhere will sometimes dry up and become 
obsolescent, quite apart from the influence of 


DISTRIBUTION OF TUBERCULAR LESIONS IN CASES OF TUBERCULAR MENINGITIS. 
(Compiled from Pathological Reports, Middlesex Hospital, (874 to 1893 inclusive.) 
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Thus, of 1 16 cases in which all organs were examined, there was found :— 

Caseous tubercle in one or other part of body in 94, or 81 per cent.; combined with acute general tuberculosis in 
71 ; with meningitis only in 23. 

Recent tubercle (grey granulations) in one or other part of body in 93, or 80 per cent.; combined with caseous 
foci in 71 ; with no discoverable caseous foci in 13. 

Recent tubercle (grey granulations) limited to pia mater in 9, or 77 per cent. 

Pulmonary vomicae were present in 14 of the 59 cases in which old lesions were present in lung. 


would be beneficial, not merely by relieving the 
coma, but that it might even be curative in the same 
way as the washing out the peritoneal cavity in 
cases of acute tubercular peritonitis apparently 
determines the obsolescence and “ cure ” of the 
disease. Supposing that this were to hold good, we 
should perhaps be disappointed to find that at the 
best, only one-thirteenth of all the cases would have 
any such chance of recovery; for in this proportion 
only did meningitis exist alone. Often, indeed, 
when the clinical signs are limited to the nervous 


iodide of potassium or other drugs which may 
have been given to promote absorption. As a 
matter of fact, there have been very few cases 
indeed, diagnosed as tubercular meningitis, which 
have recovered. Indeed it may be doubted 
whether recovery from simple meningitis in 
children is at all frequent. Among the cases here 
analyzed there are three, which during life were 
diagnosed as tubercular meningitis, but in which 
the brain showed no evidence of tubercle. Yet in 
each of these cases, old tubercular foci occurred 
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in other parts. Conversely, the number in whom 
tubercular meningitis has been suspected and re¬ 
covery has ensued, is very small indeed. During 
a somewhat extensive hospital experience, I only 
call to mind one case presenting all* the classical 
symptoms of tubercular meningitis which recovered. 
In cases of reported recovery, it is of great im¬ 
portance that the patients should be kept under 
consistent subsequent observation. 

All cases of tubercular meningitis do not run so 
rapid a course as those I have narrated to you. 
Very much depends on the degree of inflammation 
and its situation, as well as the extent of hydro¬ 
cephalus, the supervention of the latter being the 
condition which rapidly proves fatal. But whether 
the course be rapid or slow, all the cases terminate 
in coma. 

We have just recently had a child three years 
old, under observation in the same ward, viz., 
from April 28th to June 18th. At the outset, this 
case puzzled us considerably, and I would not 
like to assert positively that in the early stage the 
illness was tubercular meningitis, but that the girl 
died from this affection there can, I think, be little 
doubt The chief points in the history of the 
case are these : five days prior to admission she 
was attacked with vomiting, and from that date 
vomited after every meal, this symptom being 
accompanied by constipation and convulsions. 
She was quite conscious, and presented no physical 
sign whatever in the chest, abdomen, or elsewhere, 
the sole symptoms being the vomiting and con¬ 
siderable remittent pyrexia. One would hardly 
think of attributing this condition to any cerebral 
disturbance, unless this were caused by some 
specific infection. The case, indeed, reminded 
those who saw it of some of those curious 
phases of influenza in children, wherein the 
leading symptom is vomiting, the attacks being 
occasionally so severe that the patient al¬ 
most succumbs to them. For the first 
few days, therefore, we had to suspend judgment, 
but we little conjectured that it would eventuate as 
it did. The vomiting began to abate, and the 
course was marked by a remarkable type of fever, 
extremely hectic, the temperature being normal, 
or even sub-normal in the morning, and rising to 
102 0 and 103° regularly every day. Owing to this 
fever the child rather rapidly emaciated, but there 
was still an absence of any physical signs, though 


the patient was occasionally sick. It was not 
until early in June that there were any definite 
nerve symptoms associated with the case, and then 
tremors in the hand were observed, and even 
these could easily have been attributed to the 
progressive emaciation and the resulting muscular 
weakness. It was, however, noticed that the 
tremors were not equal in extent on both sides, 
and that at times the facial muscles shared in this 
tremor. On June 12th the case assumed a more 
definite aspect; the right arm became rigidly 
semi-flexed, whilst the movements of the hands 
persisted. These tremors could be arrested on 
both sides by holding one of the hands, and the 
child would voluntarily grasp anything presented 
to her. The vomiting was again troublesome, and 
on this day, June 12th, she had a curious attack of 
convulsions, during which the head became 
markedly retracted, and the arms first widely ex¬ 
tended, and then affected with very marked spasm. 
The head and eyes were turned to the left during 
the fit, and there was marked internal strabismus 
of the right eye. The attack passed off after one 
minute, and it is difficult to say whether she lost 
consciousness in it; there was twitching of the facial 
muscles, and also of the masseters. It had often 
been noted that whenever anything was put to the 
child’s mouth she would bite it. During that day 
and the following one she had several similar fits, 
but there was no noticeable loss of consciousness 
in them, and they were not followed by any coma. 
On the contrary, she was brighter, and by the 
15th seemed almost well, though extremely 
emaciated and feeble. On the 16th, however, the 
fever increased (the temperature reaching 104-8°), 
and during the morning she vomited several times. 
The conjunctival reflex was present, and she 
would involuntarily close the eyes when any 
object was thrust before them. There was 
slow nystagmus of the eyeballs; the tremors, 
which had greatly subsided, now reappeared in the 
arms and hands. The elbows were kept flexed at 
right angles, and the thumbs were adducted, pre¬ 
cisely like those of the boy now lying in the ward, 
but the tremors of the face were not so marked 
as they had been previously. There was also a 
jerky movement of the head, causing rotation to 
the right; both legs were rigid, and were alter¬ 
nately flexed and extended. After these attacks 
she now became somewhat comatose, but the 
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coma was of very brief duration, compared with 
the other cases, namely two days; clonic spasms 
supervened, and the patient died on the 18th. 
We were unfortunately debarred from making 
a post-mortem examination, but the probability is 
that besides meningitis she had a tuberculous 
tumour of the brain, which was the cause of the 
earlier symptoms. 

In conclusion I will allude to the main facts 
which a study of these cases teaches. 

In tubercular meningitis the disease is very 
rarely limited to the pia mater, but is nearly always 
secondary to old disease in other parts. It is not 
simply a disease of childhood, despite the fact that 
of 113 cases proved to be tubercular meningitis, 63 
were in children under ten years of age; for 34 
of the patients were above 15, and one had arrived 
at the age of 58. The history of this latter case 
presents some remarkable : features. The man 
came to hospital with a sinus in the neck, 
leading down to some suppurating glands. He 
had had his tongue excised some months pre¬ 
viously in another hospital for what was supposed 
to be “epithelioma.” After his admission here 
meningitic symptoms became pronounced, and 
he died from them. Tubercle was found largely 
scattered over his body; there were caseous glands 
in the neck, obviously secondary to the disease of 
the tongue (which inferentially was also tuber¬ 
culous); and he had recent tubercle in his lungs, 
intestines, and liver. 

The interesting question of the proportionate 
frequency of the various sites for old—i.e. primary 
—caseous tubercle where meningitis has super¬ 
vened, is one which only admits of a partial answer 
in statistics such as are given in the above table. It 
is clear, however, that in the majority of such cases 
the lungs have been involved, albeit the disease 
is seldom that of advanced phthisis with excava¬ 
tion. I find that only fourteen out of a total of 
fifty-nine had pulmonary vomicae of any kind (and 
but three were extensive), the lesions being mainly 
scanty caseous, fibro-caseous, or semi-cretified 
nodules. This accords with general experience, 
which goes to show that meningitis is not a common 
termination of ordinary phthisis, even in those cases 
that are characterized by an outburst of acute 
miliary tuberculosis. It will be seen that the lungs 
were more often involved in subjects over ten 
years than in those below that age—whereas the 


recurrence of caseation of bronchial glands was 
noted far more frequently in the younger subjects. 
Cerebral tubercle again was more common in the 
young; but there is much less divergence between 
the two series in respect to mesenteric (and 
intestinal) disease. On the other hand, genito¬ 
urinary tuberculosis was only met with in the older 
period. However, I should not like to lay much 
stress on these figures. They can only approxi¬ 
mate to the truth, and they are far too limited to 
permit of any legitimate generalization. 

I should, however, like to refer to the striking 
relative frequency of bronchial gland tuberculosis 
as a source of general, and especially of meningeal, 
infection in young children. At this period of life 
the lymphatic glands are notoriously sensitive to 
external irritation, and it seems as if lymphadenitis 
ptr st affords a favourable nidus for the bacillus 
tuberculosis. Slight bronchial catarrh excites such 
lymphatic inflammation, and opens the door to 
bacillary invasion. It not infrequently happens 
that tuberculosis follows an attack of measles, in 
which, as you know, bronchial inflammation is the 
rule. As often as not there is no inherited 
tendency to tubercle in the subjects thus infected; 
and we are really very ignorant as to the precise 
path of invasion. It is quite possible, nay, probable, 
that in many instances the bacilli enter the system 
vid the alimentary tract, but it is interesting to note 
that in children under ten years of age, for eighteen 
whose mesenteric glands were caseous, there were 
twenty-six whose bronchial glands were the seat of 
the disease. 

The Commission on Tuberculosis, which has 
just reported, had sufficient evidence from experts 
to show that a certain proportion of the cases of 
tuberculosis, which is so rife among children, was 
probably due to the consumption of milk from 
tuberculous animals. That may be true, and it is 
very proper to take precautions against the con¬ 
sumption of raw milk; but when we analyze the 
cases of general tuberculosis, we find that the 
proportion of those in which the route of infection 
was through the alimentary canal is much smaller 
than that of those in which the entrance was by the 
respiratory tract. One is almost forced to con¬ 
clude that in our crowded communities the air we 
breathe may often contain these bacilli, but that 
it is only those individuals who are unable to 
resist them, and who may have a soil favourable 
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to their germination and development, that be¬ 
come tuberculous. This, at least, we do know, 
that individuals who have once become infected 
may at any time be victims to acute, generalized 
tuberculosis, of which meningitis may form die 
culmination. 


LECTURES 

ON 

PARAMETRITIS, 

Delivered at the London Hospital, 

By 3. E. HERMAN, M.B., F.R.C.P., 

Obstetric Physician to the Hospital, &c. 

LECTURE III. 

Non-puerpbral Parametritis. 

Most cases of parametritis are puerperal; the 
inflammation tends to spread above the true 
pelvis, and such cases are generally acute in their 


course, ending either in resolution or in sup¬ 
puration. 

Non-puerperal Parametritis is less common 
than the puerperal form. Its usual cause is 
injury to the cervix. In pre-Listerian days, it 
was common after incision of the cervix. It may 
occur from laceration of the cervix with Hegar’s 
dilators, or with the fingers; or from the use of 
tents without antiseptic precautions. I have 
known a patient complain that excessive sexual 
intercourse had produced the illness; but I 
know not whether to regard this as cause or 
coincidence. I have seen it in virgins, in whom 
I could not find out the cause. 

Peculiarities of non-puerperal parametritis . 
The disease in these patients differs from that in 
puerperal women in that it seldom tends to rise 
into the false pelvis; and in that it more often 
leads to organization of lymph into fibrous tissue, 
and less often ends in suppuration. 

Symptoms and signs. The disease begins as in 
the puerperal form, with fever, sometimes a rigor, 
and pelvic pain. Diagnosis is not 
possible until the exudation has be¬ 
come firm enough to be felt. It is then 
made from the seat of the exudation. 
It is at first felt, as in the puerperal 
form, at the side of the uterus; low 
down, the induration beginning where 
the vagina is inserted into the cer¬ 
vix. When the inflammation extends, 
it spreads down and back, instead of 
up into the false pelvis as in the 
puerperal form. When there is much 
exudation, the mass it forms feels as if 
it sloped off from the cervix uteri out¬ 
wards and towards the pelvic outlet. 
(Fig. 6.) The upper third of the vagina 
becomes fixed by it. If the disease 
is bilateral, this fixation of the vagina 
is very striking; the upper third of 
the vagina feels hard, stiff, and 
smooth; and it usually participates in 
the inflammation, so that it is injected, 
and secretes pus. The exudation 

extends back on each side of the 
rectum, so that when you examine 
by the bowel you feel a concave 
half ring surrounding the rectum and 
fixed to the bone on each side of it. 
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Fibrous tissue in this situation is not, and cannot 
be, produced by perimetritis; for Douglas’s 
pouch is in front of the rectum, between it and 
the vagina, and does not reach back to the sacrum 



Fig- 7- 


Horizontal section through pelvis (after Freund). Notice 
cellular tissue extending back on each side of rectum. 


on each side of the bowel. (Fig. 7.) This half 
ring surrounding the front of the rectum is 
characteristic of exudation into the cellular 
tissue. 

Course and terminations . The usual course of 
non-puerperal parametritis is that the febrile 
symptoms run an irregular course, but usually 
subside within a few weeks. 

(1) The exudation may be completely absorbed, 
leaving behind no trace of its presence ; in which 
case the patient gets quite well, and remains 
well 

(2) The exudation may become organized into 
fibrous tissue. The uterus remains fixed for 
months, or it may be years : with time the fibrous 
tissue becomes looser; but the extent to which 
this change alters the physical signs depends upon 
the amount of fibrous tissue that has been formed. 
Solid knots of fibrous tissue may persist for years. 
When lapse of time has blurred the patient’s 
recollection of her illnesses such lumps may cause 
difficulty in diagnosis, being possibly taken for 
new growths or for diseased tubes. Such 
organization into fibrous lumps is in my ex¬ 
perience commoner after non-puerperal para¬ 
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metritis than after puerperal, in proportion to the 
frequency of the two forms of disease ; but it may 
occur after either. Freund says he has in post¬ 
mortem examinations several times seen one ureter, 
and once both ureters, compressed by a large 
lump of parametric exudation. The half ring 
which surrounds the rectum narrows its calibre, 
but not to a degree which can produce obstruc¬ 
tion so long as the bowel is daily emptied. It 
may produce obstruction if long constipation 
leads to the faeces being large and hard. When 
fever has subsided the patient ceases to have 
severe pain, and is able to get about; but if 
lumps of fibrous tissue remain in the pelvis, more 
or less dull chronic pelvic pain may be felt for 
years. Freund, with reason, thinks that pressure 
on nerves and veins may be the explanation of 
pelvic pain and local congestion. 

(3) Non-puerperal parametritis may end in 



Fig. 8. 


Horizontal section of pelvis (after Freund) showing cellular 
tissue extending into sciatic notch. 


suppuration; and in this case the usual place for 
pointing is by the side of the sacrum, over the 
sacro-sciatic notch. (Figs. 8 and 9.) But it may 
burst into the vagina, rectum, or bladder. 
Freund, whose opinion, from the attention he 
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has given to the subject, is entitled to great 
respect, thinks that this termination is commoner 
than is supposed ; that small parametric abscesses 
often burst into the vagina, but the opening being 
minute, they are often overlooked; and that when 
they burst into the rectum, the opening is above 
the semilunar folds, and therefore cannot be seen; 
and if the pus be mixed with the faeces, it may pass 
unnoticed. 

(4) Lastly, an abscess may form, but not 
burst; its contents may become inspissated, and 
remain quiescent for years, after which some 
accidental cause may rekindle inflammation, form- 


A LECTURE 

ON THE 

DIAGNOSIS OF GLAUCOMA: WITH 
NOTES OF CASES. 

Delivered at St. Thomas’s Hospital, June 6th, 1895, 

By J. B. LAWFORD, F.R.C.S. 

Ophthalmic Surgeon to the Hospital, and Lecturer on 
Ophthalmology in its Medical School. 

Gentlemen, —I purpose devoting our time this 
afternoon to a consideration of the diagnosis of 



Frozen section (after Barbour) showing continuity of cellular tissue in pelvis with that 
of buttock through sciatic notch. 


ing what Sir J. Paget has termed a “residual 
abscess.” 

(To be continued .) 


glaucoma. It may seem to some of you that this 
is too limited a subject with which to occupy our¬ 
selves for nearly an hour, but my reasons for doing 
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so are these :—In text-books, and in the systematic 
lectures given here during the winter, it is impos¬ 
sible to spare space and time to enter fully into all 
the signs and symptoms by which we may be able 
to distinguish glaucoma from other disorders liable 
or possible to be mistaken for it. The symptoms 
met with in glaucoma are enumerated in the chapter 1 
ot> the lecture devoted to this disease, and those 
occurring in the other maladies to which I shall 
refer to-day are described in their appropriate 
places. But the clinical picture of glaucoma is 
not placed before you in close contrast with that 
of these other affections, and hence the points of 
distinction are not as much emphasized as is, for 
many reasons, desirable. Again, glaucoma has 
been so often mistaken for other diseases, generally 
less serious in nature, and the results of this error 
have been so lamentable in many instances, that it 
seems scarcely necessary to offer any excuse for 
endeavouring to help you to a correct diagnosis in 
these cases. 

I do not wish to give you the impression that 
every case of glaucoma is curable, if diagnosed 
correctly even in an early stage ; unfortunately, in 
the present state of our knowledge such is not the 
case. Still, erroneous diagnosis is naturally fol¬ 
lowed by erroneous treatment, and such treatment 
may materially aggravate and intensify the glauco¬ 
matous condition already existing. 

To-day we shall limit our attention to primary 
glaucoma; secondary glaucoma is so protean in 
its aspects and its causation, that it is futile to 
attempt to describe a type case. The only condi¬ 
tion common to all varieties of secondary glaucoma 
is increased intraocular tension. 

Let us first consider the acute form of primary 
glaucoma. There are several affections which 
more or less resemble glaucoma in their onset and 
symptoms, and for which glaucoma may be mis¬ 
taken ; of these the three following may perhaps 
best engage our attention to-day : (1) migraine or 
sick headache; (2) acute iritis ; (3) acute conjunc¬ 
tivitis. Afterwards I shall have something to say 
about chronic glaucoma, which is not infrequently 
diagnosed as cataract. 

Cases of headache, with intense pain of a 
neuralgic character, generally one-sided, often 
chiefly frontal, and accompanied by severe vomit¬ 
ing, are common enough in the experience of 
every general practitioner; hence it is perhaps not 


very surprising that when these symptoms arise 
from acute increase of intraocular tension, the cause 
should be overlooked, and the case diagnosed as 
one of sick headache. In acute glaucoma there is 
severe pain, not limited to the eye itself, but spread¬ 
ing in the vicinity, and ofttimes extending over the 
whole of that side of the head ; this induces severe, 
protracted vomiting, and the patient may be rapidly 
reduced to a condition of extreme prostration. 
When seen by a medical man, the patient may be 
very prostrate, complaining chiefly of severe sick¬ 
ness and violent headache; not unnaturally, but 
unwisely, a diagnosis is made with as little examin¬ 
ation as possible, and the case is treated as one 
of severe migraine or a “ sharp bilious attack,” and 
the condition of the eye is unrecognized. The 
results, as regards the vision of that eye, are sure 
to be serious. 

If you are called to see an elderly person with 
symptoms such as I have described, but with no 
history of similar attacks, suspicion should be 
aroused that you may be dealing with a case of 
acute glaucoma. These severe “ sick-headaches 
are not very common in elderly people, and when 
met with there is almost always a history that the 
patient has been, during the whole of his or her 
life, subject to such attacks. The pain in acute 
glaucoma differs somewhat from that in migraine, 
in that it is in great measure referred to the eyeball, 
as well as to the surrounding parts. In migraine 
the pain is seldom intense in the eye itself, 
although it is often very acute in that side of the 
forehead, and over the region supplied by the 
branches of the first division of the fifth, other 
than those going to the eye. In glaucoma it is 
largely, though by no means wholly, a ciliary pain, 
i.e. referred to the area supplied by the ciliary 
branches of the ophthalmic nerve. In any case of 
doubt you should at once examine the eye; it is 
really because men have not taken the trouble to 
do this that the mistake has so often been made. 
If your patient is an old, feeble woman, with an 
attack of acute glaucoma, and you do not see her 
until she has been in great pain and has been 
vomiting frequently for perhaps twenty-four hours, 
she may be so collapsed as to render an examina¬ 
tion of her eyes extremely difficult. One is then 
apt to be too tender-hearted, and from a desire 
not to cause discomfort, fail to make a sufficient 
examination. 
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The congestion of the eye in acute glaucoma 
is very much greater than it ever is in migraine 
or neuralgia of the ophthalmic division of the fifth 
nerve. This latter condition often leads to a cer¬ 
tain amount of redness of the eye, but in glau¬ 
coma we find a deep, dusky congestion, involving 
the whole of the ocular conjunctiva, sometimes 
accompanied by oedema (chemosis). 

Again, in glaucoma the cornea and iris show 
alterations which are not present in neuralgia or 
migraine. The cornea loses its brilliancy, and 
appears dull, blurred, semi-opaque. The pupil is 
more dilated than that of the normal eye, and on 
testing, you will find its reaction to light con¬ 
siderably interfered with. If the patient is very ill, 
you may not be able to test this reaction, but you 
may note the size of the pupil. In acute glaucoma, 
you will find vision much reduced, but this is not 
so in migraine. If the attack is very acute, the 
pain in the eye is so severe that you are not very 
likely to succeed in testing the acuteness of vision. 
More important than all these signs, however, is 
the condition of tension of the eyeball. The 
eyeball in acute glaucoma becomes extremely 
hard, so that even inexperienced fingers can detect 
the difference between the affected and the normal 
eye (the fellow eye of the patient, or the eye of a 
healthy individual). In no form of “sick-head- 
ache ” or bilious attack is the intraocular tension 
appreciably increased. 

The symptoms which have misled medical men 
in cases of acute glaucoma are especially the 
severe headache and vomiting, and, as the patients 
are often very prostrate, careful examination is 
not made; the sickness is treated as the prominent 
symptom, the patient is kept quiet, and no atten¬ 
tion is paid to the eye until the vomiting and the 
pain have subsided. Then perhaps the patient 
discovers that the sight of the eye is nearly abol¬ 
ished, and draws the attention of the medical man 
to it. An interval of some days may elapse before 
the vomiting and headache cease, by which time 
the glaucomatous eye may be completely and per¬ 
manently blinded. 

Iritis is a disease which is confused with glau¬ 
coma, perhaps more frequently than any other 
ailment. Sometimes, indeed, the diagnosis is by 
no means easy, even to those whose opportunities 
enable them to see many cases of eye disease. 
But, as a rule, by careful attention to the signs 


especially, and to certain of the symptoms, it is 
possible to, at all events, exclude glaucoma. The 
onset of iritis is seldom as abrupt or rapid as 
that of acute glaucoma ; the latter may commence 
and reach an advanced stage in one night, the 
patient having possibly gone to bed perfectly well. 

In a doubtful case of iritis or glaucoma, if the 
disease is well developed before you see the 
patient, the description of the pain experienced 
will not be of very great help in the diagnosis; 
still there are other points of distinction. In iritis, 
the patient complains of severe pain in the eye, and 
that pain very often follows and maps out some of 
the branches of the first division of the fifth, and 
so commonly is this the case that one variety is 
spoken of as iritic pain, viz. that which is felt along 
the course of the nasal nerve. Not only is the pain 
localized in the side of the tip of the nose, but there 
is frequently tenderness over the point at the lower 
edge of the nasal bone where the nasal branch 
emerges. In glaucoma, pain along the course of 
this branch of the fifth is not a marked symptom; 
the pain is generally more diffuse. Again, the 
pain of iritis is seldom as severe as that of glau¬ 
coma, and very rarely indeed does it induce vomit¬ 
ing, while in acute glaucoma sickness is nearly 
always present. This is probably because the pain 
in the latter is the pain of distension of tissues; 
the same symptom is present in distension of other 
hollow organs. 

We will now pass from the symptoms to the 
signs. In the first place the congestion generally 
differs in these two diseases. In a very acute case 
of glaucoma or of iritis, the congestion is so general 
that it does not conform to any one type, but in 
cases which are not so severe the congestion of 
iritis tends to be of the ciliary type; that is to say, 
it is most marked in the narrow zone immediately 
surrounding the edge of the cornea—known as the 
ciliary zone—the part which, externally, corresponds 
with the position of the ciliary body. In glau¬ 
coma, the congestion is not limited to the ciliary 
region, but is much more general, and of a 
darker, more venous type. (Edema of the con¬ 
junctiva (chemosis), as I have mentioned, is rare 
in glaucoma, but is much more rare in iritis ; very 
seldom indeed, except in the purulent form of iritis, 
does any appreciable chemosis occur. Again, the 
condition of the cornea differs materially in these 
two diseases. In glaucoma, the cornea becomes 
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" steamy,” loses transparency; this being mainly 
due to oedema and cloudiness of the epithelium. In 
iritis* the cornea seldom suffers, and its epithelium 
generally remains transparent Then, next, the state 
of the pupil is a very important means of distinc¬ 
tion ; the pupil is too wide in glaucoma and too 
narrow in iritis; this rule is almost invariable. As 
to the shape of the pupil, an iritic pupil is irregular 
in form, usually as a result of adhesions between 
the iris (at its pupillary edge) and the anterior 
lens capsule, so that as well as being diminished in 
size it may have a notched margin. A glauco¬ 
matous pupil may also be irregular in shape, but 
is not notched or serrated, the irregularity taking 
the form of a definite change of shape, to 
oval or pyriform. The reaction of the pupil 
is perhaps not of much value, from a dia¬ 
gnostic standpoint, because in both diseases 
the reaction of the pupil to light is seriously 
interfered with. I need not lay much stress on 
the colour of the iris. In iritis, the iris is altered 
in colour, and it may show development of nodules 
of lymph in its substance. In some forms of 
iritis these are not uncommon. In glaucoma the 
actual colour of the iris is obscured by the haze of 
the cornea. Then, as to the anterior chamber, in 
iritis this is seldom altered to an appreciable 
degree, except in some unusual cases in which it 
is deepened. On the other hand, in primary 
glaucoma the anterior chamber is always shallow ; 
sometimes so much so as to be almost obliterated. 
The degree of shallowness varies with the acute¬ 
ness and duration of the case. As I have said, 
you may, in iritis, find exudation of lymph on the 
iris or in the anterior chamber. In one particular 
form of iritis there is an almost transparent 
gelatinous exudation in the anterior chamber, 
which gives rise to an appearance not unlike the 
hazy cornea of glaucoma. This, however, is an 
uncommon variety. 

All the signs of glaucoma which I have mentioned 
—hazy cornea, dilatation of pupil, loss of move¬ 
ment of iris, and shallowness of anterior chamber 
—are the results of increased intraocular tension. 

We now come to the characteristic sign of glau¬ 
coma, namely, tension. In nearly all cases this of 
itself will help us materially to form a diagnosis. 
The tension in acute glaucoma is always decidedly 
increased ; in acute iritis, if the tension is altered I 
at all, it is diminished. However, in the rare j 


cases of iritis just mentioned, in which we find 
gelatinous exudation in the anterior chamber, the 
tension is sometimes increased. If still in doubt 
about your case, you might test the vision roughly, 
though this is far from easy where the eye is much 
inflamed. Vision as a rule is much worse in acute 
glaucoma than in iritis. Then again, the history 
of the rapidity of the failure of sight is of some 
diagnostic value; in glaucoma the onset and 
development are very rapid, in iritis comparatively 
slow. The ophthalmoscope is of practically no 
value in distinguishing acute glaucoma from iritis, 
even if the eye is in a condition to admit of your 
using the instrument. 

The importance of discriminating between acute 
glaucoma and iritis can scarcely be over- rated, and 
for this among other reasons. The best local 
treatment for iritis is the worst possible treatment 
for glaucoma ; consequently to diagnose a case of 
glaucoma as one of iritis and treat it as such is a 
most serious error. The use of mydriatics, such as 
atropine, relieves iritis, but materially aggravates 
glaucoma. Unfortunately this mistake in 
diagnosis and treatment has often been made, and 
with very lamentable results. The converse— 
diagnosing and treating as glaucoma a case of 
iritis—is not quite so serious, although the iritis 
would be aggravated by the local treatment. 

Conjunctivitis is not often mistaken for glau¬ 
coma, nor the reverse, and indeed such an error 
is inexcusable. Yet, unfortunately, it has been 
made. The conditions present in acute con¬ 
junctivitis are very different from those in glaucoma. 
In acute conjunctivitis there is usually redness and 
swelling of the eyelids, and the congestion of the 
eye is always of the conjunctival type, i.e. it is of a 
bright colour, superficial, and is most marked 
posteriorly (as shown in this diagram.) There 
is always undue secretion from the conjunctiva. 
This may be scanty, or it may be abundant, 
and is either purulent or muco-purulent. 
In glaucoma, although there may be much 
congestion and a good deal of lacrimation, 
conjunctival discharge is practically absent. 
Possibly there may be a small quantity of mucus, 
but it is not at all conspicuous. Again, the pain 
of acute conjunctivitis is never very severe, not to be 
compared with that of glaucoma or iritis. Further, 
the cornea and iris are quite clear and unaffected, 
the pupil active and circular, and the tension 
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unaltered. In conjunctivitis the oedema of the 
lids may mislead you somewhat as to the actual 
tension of the eyeball. 

Our time is already nearly exhausted, and I have 
still to speak of chronic glaucoma and its diagnosis 
from senile cataract. Chronic glaucoma is not 
infrequently mistaken for cataract: an error fraught 
with serious consequences to the patient. The 
reasons which lead to this error are briefly these : 
Both conditions are met with, as a rule, in old 
people; both lead to slow, progressive failure of sight, 
and pain may be entirely absent ; senile cataract 
is never a painful disease, and chronic glaucoma 
may be quite painless. Moreover, in cataract and 
in chronic glaucoma there is a certain amount of 
reflex from the lens surface ; in the former disease 
due to actual opacity, in the latter to some slight 
alteration in the density of the lens, causing it to 
reflect more light. Often, in glaucoma, the lens 
appears of a greenish tinge; in fact the disease 
takes its name from this feature. There is, I 
think, more reason or more excuse for confusing 
chronic glaucoma and senile cataract than for 
mistaking some of the other affections we have 
been considering for acute glaucoma. 

The points to bear in mind when making a 
diagnosis are as follow:—The eye in both chronic 
glaucoma and cataract will be free from conges¬ 
tion, or practically so. If it occurs, as it does 
sometimes in the former, it will involve the anterior 
perforating ciliary vessels which pass through the 
sclerotic near the corneal margin into the ciliary 
body (shown in this diagram). The cornea 
will probably be clear in both diseases: in 
glaucoma it may be slightly hazy. The fact that 
the pupil in chronic glaucoma is rather large (not 
so dilated as in acute glaucoma) may help us; its 
reactions to light are also interfered with; they 
are sluggish, but not lost. In cataractjthe pupillary 
reaction to light remains brisk. The anterior 
chamber may be too shallow in chronic glaucoma, 
although this need not be a very notable sign. In 
cataract the anterior chamber is of normal depth. 
The failure of vision is gradual, but differs 
somewhat in the two cases. In cataract, vision is 
defective, but equally so in all parts of the field.* 

* In a very immature nuclear cataract peripheral vision 
may be better than central vision. Such a case would not 
be likely to be mistaken for glaucoma from its appearance, 
and in chronic glaucoma peripheral vision is the first to 
fail. 


In chronic glaucoma there is not only defective 
sight in the central part of the field, but the field 
of vision becomes restricted, and often (as is shown 
in these charts) the contractions are very marked 
indeed, so that in an advanced case vision may be 
lost, except over a comparatively small portion of 
the field. Usually, the temporal part of the field 
is the last to disappear. In a case of cataract 
contraction of the field of vision never results 
from the cataract alone; vision may be reduced 
to perhaps seeing the movements of the hand, 
but such movements will be seen in all parts 
of the field. Patients with chronic glaucoma 
will often tell you that they have seen coloured 
rings, which they liken to rainbows, round gas 
lamps. That symptom is absent in cataract. 
Again, temporary exacerbations in dimness of 
sight are common in glaucoma, but do not occur 
in cataract. If the media are not too opaque, the 
ophthalmoscope may help, as in a glaucomatous 
case there would be excavation (cupping) of 
the optic disc, a condition which is absent in 
cataract. 

I will now briefly point out the result of a mis¬ 
taken diagnosis in the two diseases we have been 
considering. A patient consults a medical man 
because his sight has failed. After examination 
the doctor tells him he has cataract, the case 
being really one of chronic glaucoma. Having, 
diagnosed cataract, he gives what would be per¬ 
fectly correct advice if his opinion were correct, viz., 
that the cataract is yet immature, that no treatment 
will avail at present, and that the patient must wait 
until the vision becomes much worse, and then an 
operation may be performed, and sight restored. 
Unfortunately the patient does wait, and the vision 
does get worse, until eventually as a result of the 
continuance of the glaucoma it is entirely lost. 
Vision does deteriorate in cataract, but it never 
makes the patient absolutely blind. I have seen 
several cases in which such a mistake has been made, 
and I have known an instance in which a patient 
with chronic glaucoma waited until the eye became 
perfectly blind, and then the surgeon removed the 
lens, still thinking he was dealing with a case of 
uncomplicated cataract. Of course the result 
was a disappointment to everybody, because the 
opacity of the lens was not the cause of the 
blindness, and the patient saw no better after the 
operation than before. 
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I have here brief notes of three cases, which I 
would like to read you; they are all cases of 
glaucoma, which were not recognized as such till 
serious damage to sight had accrued. 

The first is that of a woman, sixty years of age, 
living in the country, who had double acute 
glaucoma, which came on after a severe mental 
shock. The disease was diagnosed and actively 
treated as iritis, and this treatment was continued 
for a week. At the end of the week I was asked 
to see the patient, and on examination, found that 
both eyes were in an advanced condition of acute 
glaucoma. The tension was very high, the eye¬ 
balls so hard that the finger-tips did not indent 
them. Both corneae were very hazy, the pupils 
were widely dilated and motionless to light, the 
dilatation being partly due to the treatment which 
had been adopted, viz, frequent applications of 
atropine. Vision was reduced to perception of 
light; and there was practically no anterior 
chamber, the iris and cornea in each eye being, 
as far as could be judged, almost in contact. 

The condition was, of course, extremely seriou *, 
and the prognosis gloomy. However, it was only 
right to give the patient every possible chance, and 
it was obvious that if the tension was not relieved 
sight would soon be entirely lost. I therefore 
operated without delay on both eyes, but with 
very unsatisfactory results. Tension was reduced 
by the operation, and remained nearly normal, 
but recovery of vision was very slight ; the patient 
was unable to count my fingers two feet in front of 
her or to find her way about alone. One cannot 
help feeling that that case might have been cured 
if the glaucoma had been recognized soon after its 
onset; and possibly if the diagnosis and treatment 
of iritis had not been adopted, the results might 
have been less serious. 

The second case was a woman of sixty-eight, 
also living in the country, who had been blind 
from acute glaucoma for four or five days, the 
onset having been some days previous; I was 
unable to ascertain exactly how long the attack 
had lasted. The disease had been diagnosed as 
iritis, and treated by the local application of atro¬ 
pine, as in the former case. The tension was 
about +2 in each eye; the pupils were wide and 
slightly irregular, and the anterior chambers were 
very shallow. It was doubtful if she had percep¬ 
tion of light, as she was a difficult patient to 
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examine. I performed iridectomy on each eye on 
the same day on which I saw the patient, and with 
a very much better result than in the first instance; 
the tension was reduced and remained normal, and 
sufficient vision was eventually recovered to enable 
the patient to go about unaided and do some 
housework. You will have noticed that in the 
first case the patient had had a longer attack, and 
the treatment had been more active; moreover, 
she was debilitated by previous illness. In the 
second instance, although the woman was much 
older, she was stronger and more healthy, and had 
not recently suffered from illness. These facts 
probably influenced the result in the two cases. 

Just recently we have had in the hospital 
another case, in which the glaucoma—not very 
acute—was not diagnosed by the medical man. 
The patient was advised to wait, till sight 
became worse. This she did, and was kept 
under observation without proper diagnosis, for 
eleven weeks. Then she was sent up to the 
hospital from the country, and on examination it 
was found that there was bare perception of light 
in the temporal part of the field of each eye. The 
eyes were hard, the corneae steamy, the anterior 
chambers shallow, the fundus reflex very dull 
indeed. The prognosis was very grave ; how¬ 
ever, I advised the woman to have an operation 
performed, but told her I could not hold out 
much hope of recovery of sight. I did double 
iridectomy the same day. The result as regards 
tension was good; it remained normal while she 
was in hospital, but she only regained sufficient 
vision to see one's hand moving at about ten or 
twelve feet in front of her ; she could not count 
fingers, nor find her way about unaided. It is 
quite likely that in this case there will be a little 
further improvement; such cases sometimes slowly 
improve for weeks after normal tension is re¬ 
established. 

Another case which came under my notice not 
long ago was an instance of the converse mistake— 
diagnosing as glaucoma a case of iritis. I was 
asked to go and see a case of acute glaucoma, and 
I went prepared to operate, if necessary. On 
examination the case proved to be one of acute 
iritis. Treatment by physostigmine (an excellent 
drug to use in glaucoma) had been adopted, but 
without serious harm; the attack of iritis passed off 
under more suitable treatment, and good vision 


Digitized by 


Google 



172 The Clinical Journal.] MR. HUTCHIN80N—OASES AT THE CLINIC) AL MUSEUM. [July 10,1895. 


was regained. The chief harm which may result 
from treating iritis as glaucoma is this :—iritis 
narrows the pupil; if eserine or other myotic is 
used, the pupil is still further contracted, and if 
the case be one of plastic iritis, with much effusion, 
the iris will become adherent to the lens capsule 
at the central or axial part; such a condition will 
materially interfere with vision. This, however, is 
a much less serious result than may accrue from 
mistaking glaucoma for iritis. 


NOTES OF CASES DEMONSTRATED 
AT THE CLINICAL MUSEUM, 

BY 

JONATHAN HUTCHINSON, F.R.S., LLD. 

A Stiff Shoulder in a Young Boy. 

The subject of this case is a boy of 8 who 
was brought to me for the first time a few days 
ago. His mother gave a history that his right 
shoulder had been “ wrenched ” by a servant girl 
three or four years ago, and said that it had been 
stiff ever since. There was no very certain history 
as to the injury, but it was quite clear that the boy 
had suffered for some weeks pain and swelling in 
the shoulder for which he was at the time under 
medical care. I have thought it worth while to 
bring him here for demonstration as an example 
of the very insidious manner in which the shoulder 
joint sometimes stiffens, and also that I might 
demonstrate the very deceptive appearance of 
movement which is possessed. The shoulder 
joint differs from all others in the body in its 
remarkable facility for becoming stiff without any 
previous occurrence of destructive disease. I 
suppose it is that it is the one joint in the body to 
which the patient can most easily give complete 
rest. It is impossible to walk properly without 
moving the hip, knee, and ankle, and in like 
manner a patient would soon find out if he could 
not bend his elbow or his wrist. But the shoulder 
can be placed at complete rest almost unconsciously. 
'This boy has never had any abscess, and there is 
nothing whatever to indicate, either in the history 
or his present condition, that the cartilages have 
been absorbed. The contour of the joint is nor¬ 
mal, and there is no tenderness, but so far as I 
have been able to ascertain there is no movement 


at the joint. The boy can put his hand above his 
head, but he accomplishes it, as you see, by move¬ 
ment of the scapula. The one thing that he cannot 
do is to put his hand behind him, otherwise he 
would scarcely recognize any lameness. At former 
demonstrations we have had more than one other 
case in which precisely similar conditions were 
present. I explained on former occasions, and may 
again make the remark, .that I believe it is almost 
hopeless to attempt to restore motion in these 
cases. Although we might under an anaesthetic 
break down adhesions, we should find it afterwards 
almost impossible to prevent the joint from again 
stiffening. In other joints passive movements are 
easily made, and the patient may be trusted to 
carry them out himself. In the shoulder they are 
difficult, and the patient never gives us any help. 
The result in such cases as the present, in which I 
have tried the breaking down under an anaesthetic, 
has not been encouraging. When this stiffening 
occurs in children they are almost always those 
born of parents who have suffered from gout in 
one or other of its forms. 


Case illustrating the Antecedents of Lupus 
Yulgaris. 

In the case of a middle-aged man named Tims, 
who was brought to us by Mr. Hitchens, the 
interest centred in the antecedents of lupus. He 
had a large patch of lupus vulgaris on the back of 
his neck. The history was that it had begun in 
what was thought to be a carbuncle thirty years 
ago, and had ever since been steadily spreading. 
In the middle of the patch it had long ago healed. 
I have more than once seen lupus begin in what 
was considered to be a carbuncle or boil. The 
point of interest is that just at the time the lupus 
began the man suffered from haemoptysis. Two 
of his father’s sisters had died of phthisis. He is 
himself still subject to cough, and is thin and weak. 
It seems exceedingly probable with such antece¬ 
dents that the bacillus was extant in his tissues, as 
the result of inheritance at the time that his lupus 
commenced. Thus he has been for the greater 
part of his life the subject of chronic phthisis and 
chronic lupus at the same time. I am no believer 
in the inoculation of the tubercle bacillus, from 
without, as an ordinary cause of lupus. It seems 
to me far more probable that the parasite exists 
during long periods in a state of latency, from 
which any local injury may rouse it into activity. 
In this instance it was the occurrence of the boil 
which, reducing the vitality of the skin, made it an 
easy prey to the parasite. 
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A CLINICAL LECTURE 

ON A CASE OK 

INJURY TO THE HEAD, 

Delivered at St. Mary’s Hospital on June 29th, iS 95 » 

By HERBERT W. PAGE, M.C., Cantab., F.R.C.S. 
Surgeon to the Hospital. 


Gentlemen, —When I arrived at the hospital a 
week ago to-day, my house surgeon, Mr. Wright, 
took me at once to see a man whom he had 
admitted a few hours before, in a state of profound 
unconsciousness after a fall on his head, and you 
will remember that almost directly afterwards we 
had him in the theatre that I might trephine his 
skull. The man—a cab-driver—was supposed to 
have been drunk, but at any rate it is certain that 
in turning a corner he upset his “growler,” and 
was thrown on the pavement, striking himself 
on the right temporal region, cheek, and orbit. 
He was taken up unconscious, and when Mr. 
Wright saw him he was cold and pulseless, and so 
serious seemed his condition that he deemed it 
unnecessary to send for me. By the time I had 
arrived, at half-past nine, five hours after his 
admission, the man had become warm, and the 
signs of severe shock had passed away, but he was 
no less unconscious than before, and the question 
which at once we put to ourselves, as we have 
often to put it in cases of head injury, was this— 
can surgical intervention be of any use ? Let me 
discuss this question with you. On examining the 
patient, whose history you have heard so far, we 
saw the signs of a very severe bruise over the 
region I have named, but there was no scalp 
wound, nor any outward evidence of fracture of 
the skull. His pupils, however, were unequal, that 
on the right side—the side of the injury—being 
widely dilated and insensitive to light. Further¬ 
more, the right eyeball looked slightly proptosed, 
and although there was no sub-conjunctival 
haemorrhage, the condition of the pupil and of 
Vo l. VI. No. 12. 


the eye, together with the fact that the blow had 
been sustained on a neighbouring part of the head, 
led us to think it by no means impossible or im¬ 
probable that a fracture had run longitudinally 
backwards from the external angular process of the 
frontal bone, and caused a laceration of that 
branch of the middle meningeal artery which, as 
you all know, lies in close proximity to the 
anterior inferior angle of the parietal bone. And 
this idea was supported by these further facts, 
that the coma was profound and the breathing 
stertorous, that there was a suspicion of the left 
limbs being slightly rigid, and of the right angle of 
the mouth being slightly drawn. Not much, you 
will say, to go upon, but as you heard me remark 
in the theatre, the case appeared to me to be one 
in which the surgeon was justified in resorting to 
operation; for although I had little real hope of 
doing good by it, yet it gave the man his only 
chance, because if unrelieved his injury was surely 
mortal. Accordingly, when his head had been 
shaved and cleansed, and we thereby had reduced 
to a minimum the risk of opening his skull, we 
trephined over the pirt which covers that artery 
from which, if from any, it was likely there was 
htemorrhage between the dura mater and the bone. 
And as you saw, the vessel was exposed and found 
intact, and when a small incision had been made 
through the dura, there was seen to be no 
extravasation of blood beneath it, nor indication of 
any in the adjoining parts. At the moment when 
cerebro-spinal fluid escaped, it seemed as if the man 
w.re a trifle less unconscious, but that was all, and 
so profound was his coma that at no period of the 
operation had an anaesthetic been required. The 
wound was therefore closed, and the man sent 
back to bed; and of his after-history all that has 
to be said is this, that he never showed the 
smallest sign of returning consciousness, that there 
were at no time any localizing paralytic phenomena, 
and that before his death, which occurred fifty-two 
hours after he left the operating theatre, his 
temperature rose to the unusual height of 108° 
F. 

His head was opened after death, and then we 
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were not surprised to find that there was a fracture 
involving the right orbital plate of the frontal bone, 
beginning near the external angular process, run¬ 
ning backwards and inwards in a zigzag direction, 
and ending near the lesser wing of the sphenoid. 
There was a small extravasation of blood imme¬ 
diately beneath it in the orbital cavity. Both 
occipital lobes, but more especially the left, were 
slightly softened, and in this region, as well as over 
the posterior parts of the temporo-sphenoidal lobes, 
there was slight sub-arachnoid haemorrhage. From 
Mr. Clarke's notes I read that “ the interior of the 
ventricles was normal. On making a series of sec¬ 
tions of the brain, it was found that the anterior 
two-thirds of the right lenticular nucleus were 
softened and discoloured by numerous ecchymoses. 
The tail of the caudate nucleus, and the anterior 
part of the internal capsule, including the 4 genu,' 
and a small part of the optic thalamus on the same 
side, were similarly affected. The ecchymoses in 
the internal capsule showed on the section as thin 
dark lines, strongly suggesting that actual cleavage 
had taken place and so caused slight haemorrhage. 
On the left side the basal ganglia were* not so 
extensively disorganized, but in the tail of the 
caudate nucleus there was a haemorrhage not 
larger than a lentil. The rest of the white matter 
showed prominent puncta cruenta, but no distinct 
ecchymoses.” 

The necropsy told us how terribly severe had 
been the general effect upon nearly the whole 
of the brain, but it was obvious that at no single 
part was there anything which operation could 
have dealt with or removed. 

Now an observation which one of you made 
when the necropsy was ended, suggested to me the 
desirability of taking this case as a text for some 
remarks upon the ever complex subject of con¬ 
cussion and compression. And the case is an 
especially suitable one for the purpose, because 
there can be little doubt that the man died from 
so-called concussion of the brain, and it is no less 
certain that he had been trephined on the supposi¬ 
tion that there might possibly be a clot of blood 
which was causing compression. I am never sur¬ 
prised when I hear that a student finds difficulty 
in understanding what is meant by these two 
terms concussion and compression ; for the pheno¬ 
mena of each so overlap, and are so blended, as it 
were, together; and the ordinary method of de¬ 


scribing them to be found in most books, wherein the 
symptoms are tabulated and contrasted side by 
side, is not, I think, conducive to lucid compre¬ 
hension of the subject. When you use the term 
“ concussion of the brain,” it is all-important to 
have a clear idea of what you mean to imply by it. 
You may, if you like, call the physical violence 
which has caused the injury ‘‘concussion; ” or in 
saying that a man has “ concussion of the brain,” 
you may wish to signify the general effect which 
the violence has wrought upon his brain, and the 
symptoms which indicate it. It is in this sense 
that the term “ concussion of the brain ” is com¬ 
monly employed, and though the multiplicity of 
the phenomena makes it in some degree objection¬ 
able, there is no prospect of getting rid of it, and 
substituting something in its place. 

Now, you know as well as I do, that concus¬ 
sion of the brain may be either slight or severe, 
and that in one case you may have nothing 
more than a transient giddiness and loss of the 
senses—a momentary stunning—while in another 
the unconsciousness may be profound, with 
marked signs of shock or collapse. Between 
these two extremes we may meet with almost 
every conceivable degree, with cases of more 
or less severity, both in depth and duration. 
Cases of the minor degrees of severity are ever 
with us. There was an excellent example last 
week in Manvers of a young girl who had tumbled in 
getting out of an omnibus, and fallen on the back 
of her head. She was completely unconscious for 
ten minutes, after that she was semi-unconscious 
and could be roused, then she passed into a sleepy 
state and was awakened only for her meals, then day 
by day, we might almost say hour by hour, she im¬ 
proved in her mental condition, and now com¬ 
plained of a good deal of pain in her head, more 
especially across the brows. Throughout the 
whole period her pulse was very slow, frequently 
below 50. After fourteen days she was practically 
well. This patient would be rightly described as 
having suffered from concussion of the brain ; and 
if we desire to learn what in all probability was the 
effect of the blow upon her brain, we must turn to 
cases where the issue has been fatal, and there has 
been an opportunity of post-mortem investigation. 
And this tells us with no uncertainty that the brain in 
all such cases has received definite structural in¬ 
jury, in the shape of distinct bruising at parts, and 
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in minute haemorrhages in many and various 
places, both on the surface and in its substance. 
As far as those lesions are concerned, which 
may be spoken of as bruises—softening of 
brain substance with extravasation of blood— 
there are two places where they are very frequently 
seen—immediately beneath that part of the skull 
where the blow has fallen, and at a point directly 
opposite. It often happens that the structural 
signs of bruising are more marked at the 
opposite side of the brain than at the part 
beneath the site of the blow; and on the 
observation of this fact was founded the doctrine of 
contre-coup to account for the phenomenon. And 
by this term it is intended to convey the idea 
that the soft solid mass of brain has been forcibly 
displaced by the external violence, and driven 
against the side of the unyielding skull. But this 
does not account for the haemorrhages in central 
parts, and so the whole doctrine of eontrc-coup has 
been called in question. To Duret. first, and to 
Alexander Miles, of Edinburgh, more recently, we 
owe the view that forcible and sudden displace¬ 
ment of the cerebro-spinal fluid plays the chief part 
in determining the cerebral lesions in concussion of 
the brain. To use his own words, he holds that 
the lesions found in the brain and spinal cord after 
severe head injury are to be explained by waves set 
up in the cerebro-spinal fluid. He has shown by 
experiment that at the seat of impact there is formed 
a “ cone of depression ” of the cranial wall, by 
which the fluid is set in motion; and that at the 
opposite pole of the axis of percussion the skull 
bulges outwards, forming a “ cone of bulging,” into 
which part of the displaced fluid rushes. At the 
same time the intra-ventricular fluid is violently dis¬ 
turbed, and produces lesions in the neighbouring 
tissues. By the sub-arachnoid wave the cortical 
lesions, whether at the seat of injury or at the so- 
called point of contrc-eoup , are produced ; while by 
the other, the various internal haemorrhages and 
lacerations are to be explained by the rush of the 
displaced fluid from the larger to the smaller 
ventricles. Miles made a large number of experi¬ 
ments on animals, and by them showed that le¬ 
sions at the cones of depression and of bulging are 
really of less importance and gravity than those 
met with in basal and central portions of the brain 
mass. It would be difficult to account for the 
lesions in our own case by any theory of contrc- 


coup , and the observation of Miles has provision¬ 
ally satisfied me that the theory of the cerebro-spinal 
fluid wave provides a more reasonable explanation 
of the multitudinous lesions which are met with in 
most cases of severe head injury. I have said 
that we have necessarily to turn to the dead-house 
for a knowledge of the lesions which presumably 
exist in cases which do not end fatally, but in 
which the unconsciousness, the mental disturbance, 
the continued headache, and the slow pulse—as in 
the instance of the girl in Manvers—undoubtedly 
point to some injury to the brain. I do not think, 
however, that in the slightest cases of all, where 
there is no more than momentary giddiness or un¬ 
consciousness, we are justified in concluding that 
there are structural lesions in the substance of the 
brain; but it is conceivable, nevertheless, that the 
violent displacement of the cerebro-spinal fluid, in 
the manner that Duret and Miles have described, 
may sufficiently account for the transient pheno¬ 
mena in the lesser degrees of concussion. On this 
point, however, I need not weary you longer ; let 
me advise you to study Miles’ papers for yourselves. 
What I wish you to remember is that, in nearly all 
the cases which we are justified in speaking of as 
concussion, there exist in greater or lesser degree 
the kinds of lesions to which I have referred, and 
they are very prone to affect the basal regions of 
the brain. According to their position and seve¬ 
rity will be the state of the patient, and the pros¬ 
pect of recovery or inevitable death ; but however 
slight they may be, they are never exempt from 
possible danger. Amongst all his symptoms the 
most prominent and striking is unquestionably the 
state of unconsciousness, due either to the general 
shake of the whole brain mass, or to the haemor¬ 
rhagic lesions in many places, especially in the 
centre and the base, or to some disturbance in 
the equilibrium of intra-cranial pressure and cir¬ 
culation, by reason of the effect which the blow 
has had upon the cerebro spinal fluid. And 
however directly induced, cerebral anaemia exists 
throughout the condition and period of uncon¬ 
sciousness. 

If 1 now ask you to consider the phenomena of 
cerebral compression, I shall have to say of it 
what I have already said of concussion, that the 
most prominent of the symptoms is unconscious¬ 
ness, the direct cause of which is likewise cerebral 
anaemia. The cranial cavity is capable of holding 
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a certain amount of stuff, be it solid or fluid, and 
no more, and if something be put inside the skull 
which ought not to be there, it is certain that 
something must go out of the skull to make room 
for it. Obviously the fluid in the skull is the 
thing most easily displaced, and the first physical 
result therefore is reduction in the quantity of the 
cerebro-spinal fluid. The pressure of the offending 
substance, let us suppose, continues and increases, 
and all the cerebro-spinal fluid is gradually 
displaced; a step further, and there is no longer 
any room for blood to circulate through the 
vessels, so that with the increase of intra-cranial 
pressure the brain becomes more and more blood¬ 
less. A brain which has been subjected to 
pressure in this manner is a bloodless brain, and 
the symptoms are exactly those which you would 
expect to meet with—the gradual extinction of all 
cerebral function. And if you could have a case 
before you in which a branch of the middle 
meningeal artery—for example—gave way and 
bled without antecedent history of injury, and went 
on bleeding, you would observe that mere drowsi¬ 
ness passed into a state of semi-unconsciousness 
from which the patient might be roused, in which 
his pupils reacted to light, and in which there was 
no obvious sign of paralysis; that the semi-uncon¬ 
sciousness gradually deepened until it became 
complete, and that this passed on into the pro- 
foundest coma, without response of the pupils 
to light, with stertorous breathing, with paralysis 
of the sphincters and of the whole muscular 
system, both pulse and respiration becoming 
slower and slower until they stopped, and 
death put an end to the scene and to the 
haemorrhage, for which indeed there was no more 
room. In a supposititious case of this kind, the 
difficulty might be small in coming to a right 
diagnosis, but things are altogether different when 
compression follows injury, and the unconscious¬ 
ness due to concussion passes without a break into 
the unconsciousness due to compression. I have 
said without a break; and here it is no discredit 
that you cannot rightly solve the riddle of the 
coma; nay, it is often impossible to do so, be your 
skill and experience never so great. 

It is this break of partial consciousness, or it 
may even be a full return of the senses, a lucid 
interval, partial or entire, which is above all things 
wanted to lead you to the diagnosis that after the 


unconsciousness of the concussion has passed 
away, some new thing has occurred to cause the 
unconsciousness which you now have before you. 
The lucid interval is thus of supreme value in 
diagnosis, but it is an interval of danger, for the 
shock of the cerebral concussion having disappeared, 
the force of the heart beat is restored, and inside 
the skull there happens that which you may see in 
other conditions outside it, that the bleeding now 
begins. In the case of bleeding within the cranium, 
however, you have to depend on something else 
than visible blood to tell you it is going on—to wit, 
the increasing unconsciousness as the brain is 
made bloodless by being squeezed. Thus it is 
that the break or lucid interval is the one thing of 
cardinal importance to tell you what in all pro¬ 
bability, nay, with almost certainty, is now going on. 

But what of the cases, like our own, in which 
there is no lucid interval and the unconsciousness 
abides? Here is your difficulty, and it is no easy 
matter to solve the problem. Let me try and give 
you some idea of the conditions and circumstances 
which now must guide you, it may be to a right 
conclusion, may be to one altogether wrong. First 
of all there is the unconsciousness itself. Now, 
although unconsciousness, as such, tells you no 
more than that there has been some serious injury 
to the head, the continuance of it without inter¬ 
mission is a sufficient warrant for asking yourselves 
this question—May there not be something beyond 
concussion to account for it, something which per¬ 
chance you may be able to remedy by surgical 
means ? The continuance of unconsciousness is 
by .itself a ground for grave suspicion, because we 
know that the unconsciousness and the shock of 
simple concussion have a tendency to pass away. 
And your suspicion having been thus aroused, you 
must look for something else to confirm it, or at 
any rate to strengthen you in the opinion to which 
it leads you, that you ought to resort to surgical 
measures. 

Our own case provides us with an example of 
one of the things which may help—the site of the 
injury to the head. As you well know, a fissure 
fracture is very prone to run in various directions 
from the spot where the blow has fallen. In the case 
of severe blows on the vault of the cranium the line 


of fracture is very likely to be found running to 
the base, into one or other of the three fossae. 


anterior, middle, or posterior; but it is by no means 
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an uncommon thing to see the lines of fissure 
more than one in number; and in the case of 
severe blows or falls upon the fronto-temporal 
region, not only may the line of fracture run into 
the part of the frontal bone which forms the roof 
of the orbit, but a line of fracture may run longi¬ 
tudinally along the side of the skull, and cracking 
as it goes the portion of the parietal which enters 
into the pterion, cause at the same time rupture 
of the large branch of the middle meningeal, which 
is in such close contact with it. Do not think it 
essential for the rupture of this large intra-cranial 
vessel that there should have been a blow imme¬ 
diately over it—it may very readily be ruptured, 
and often has been ruptured, in the manner I 
have described. The site of the blow, therefore, 
and the possibility of fissured fracture—it may be 
of the internal plate alone—must clearly be taken 
into account, when you are seeking for an explana¬ 
tion of the continued coma. 

Next in order, and of perhaps greater import¬ 
ance, is the state of the pupils. They may be 
equal and insensitive to light, or equal and sensi¬ 
tive, and thereby give no help in diagnosis; but if 
upon the same side as the injury and the supposed 
fissure, you find the pupil widely dilated and 
insensitive to light, you have a symptom 
strongly suggestive of compression of the third 
nerve by blood clot, which has extended to the 
base of the skull. In our case this condition 
of the pupil was well marked, but you will 
remember that we hesitated to accept it as decisive 
evidence, from the suspicion which the appearance 
of the iris prompted that possibly there had been 
some injury to the eye itself. The man’s lids were 
closed from the swelling of extravasated blood, 
and it seemed not unlikely that the eye had sus¬ 
tained injury. I am sorry that this point was not 
cleared up at the necropsy. Lastly, we may refer 
to grosser paralysis than that of a pupil, paralysis 
affecting a limb or limbs on the opposite side of 
the body to that on which the pupil is affected, 
but difficult very often to estimate, by reason of 
the depth of the coma, and noticeable perhaps 
only in the early stages of the compression, and 
missed even then unless the state of the patient is 
watched minute by minute. Each and all of these 
various things may be of help in arriving at a con¬ 
clusion, but this has to be said of them that they 
are often absent, and there have been cases of con¬ 


siderable compression of brain, without any of 
those ordinary symptoms which are commonly 
sought for and expected. A state of semi-coma 
may alone indicate that there is anything 
wrong. 

It must therefore be freely acknowledged that 
the diagnosis of compression is not the easy thing 
which perhaps you have been led to believe; and 
in a vast number of cases you will not be able to 
do more than suspect it, and if you are foolish 
enough to be certain of it, operation or necropsy 
may likely prove you to be wrong. In this 
particular case of our own, there seemed to be 
such a combination of symptoms and conditions 
as to warrant the suspicion, but nothing more than 
the suspicion, that there might be intra-cranial 
haemorrhage. We were wrong, and the case is of 
especial value for clinical discussion—of greater 
value, I think, than a case with all the symptoms 
clear as daylight, in which the haemorrhage has 
been found, and the surgeon flatters himself on 
his diagnostic skill. A successful case is very 
gratifying, but an unsuccessful case is often the 
more instructive of the two. 

One word more as to the operation. Some one 
will say, perhaps, that to operate in a case of the 
kind was ridiculous or unwarrantable. True, 
nothing was found and the wound was closed again, 
but it is certain that no harm was done the man, 
and the post-mortem investigation showed how all 
the divided parts were well united. The operation 
of trephining is practically free from danger, and 
I hold that it is the bounden duty of the surgeon 
to resort to it, after due consideration of ail the 
facts, in cases where the gravity of the symptoms 
points to inevitable death. It is not a needless 
resort to operation for the sake of operating : it is 
the one and only means whereby some chance of 
recovery is given. It is the one and only 
means by which you can deal with those things, 
haemorrhage on the surface of the brain, depres¬ 
sions of the internal table, and the like, which are 
a source of immediate and future danger. The 
problems presented by many, if not most, cases of 
severe head injury, are often insoluble ; but an ex¬ 
ploratory operation will now and then enable you 
to rescue a patient from otherwise inevitable 
death by the discovery and removal of some 
definite cause for his condition, when the usual 
symptoms of it are either absent or vague. 
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LECTURE IV. 

The Rare Kinds of Puerperal Parametritis. 

I have just described parametritis of the common 
kinds. I shall now less fully describe some of the 
rarer forms. They are so rare that my experience 
of them is not large enough to enable me to paint 
a very detailed picture of them. 

I will first mention cases exceptional in their 
acuteness. 

Rapidly spreading inflammation of cellular 
tissue. Sometimes the inflammation begins soon 
after delivery, spreads quickly to the peritoneum, 
and the patient dies within two or three days. 
This disease is identical with what used to be 
called “phlegmonous erysipelas,” or “erysi¬ 
pelas of the cellular tissue,” and the spread of 
which along the limbs could often, in pre-Listerian 
times, be watched in hospitals. (We now know, 
thanks to Fehleisen, that this disease is not the 
same as cutaneous erysipelas, and therefore we no 
longer call it erysipelas.) Virchow recognized 
the identity of acute puerperal inflammation of 
cellular tissue with this disease, and therefore called 
it “ erysipelas malignum internum.” His account of 
its pathology is based on the dissection of the dead. 
It is seldom diagnosed as inflammation of the 
cellular tissue during life, because the patient dies 
before the exudation in the cellular tissue is 
sufficiently organized to be defined by the touch. 
The disease is one of those included under the 
term “puerperal fever,” the inflammation of cellular 
tissue being merely a short stage in a process of 
general infection. 

I have seen inflammation less acute than this, 
and yet more severe than the ordinary type: the 
disease beginning four or five days after delivery, 
and ending fatally within two or three weeks, with 
rapidly increasing inflammatory swelling, attended 
with diffused oedema of the skin?over and around 


it, and great prostration. In some cases of ex¬ 
ceptional severity, sloughing may take place, 
and such sloughing may open a large vessel, from 
which the patient may bleed to death. In a case 
of the kind mentioned by Galabin, the acute 
inflammation was due to the contagion of phleg¬ 
monous erysipelas. To this form Dr. Matthews 
Duncan gave the name of “ hemorrhagic parame¬ 
tritis .” # 

Delay in pointing . There are also cases excep¬ 
tional in their long duration. A parametric abscess 
usually soon “ points ”—that is, the swelling each 
day bulges more and more, the skin becomes red¬ 
dened and thinned at its most prominent part. 
But in some cases fever and wasting go on for 
many weeks without any sign of pointing; indeed, 
without any appreciable change in the physical 
characters of the swelling. I do not know 
how long such cases may go on, or what is their 
ultimate issue if let alone; for in the cases of 
the kind that have been under my care, the per¬ 
sisting emaciation and fever has led me to 
interfere surgically, notwithstanding that fluctua¬ 
tion was doubtful and no sign of pointing present. 
I do not know why it is that some cases go on so 
long without pointing. It seems as if the pus 
were kept down by some dense structure which 
the leucocytes find difficulty in absorbing; but 
I am unable to specify any peculiarity in the 
situation of the pus which can account for the 
slowness in its coming to the surface. Nor do 
I know anything in the circumstances of origin of 
these cases which can enable you to predict a 
protracted course. 

When inguinal parametritis thus goes on for 
weeks without pointing, it ought to be opened. If 
the temperature keeps up (without physical signs 
elsewhere to account for it) and the lump does not 
get smaller, pus is present. Let out the pus by an 
incision like that made in ligaturing an iliac artery, 
i.e. above and parallel to Poupart’s ligament. You 
will get at the pus without opening the peritoneum. 

Pointing without bursting . I have seen an 
abscess which pointed above Poupart’s ligament, 
but did not burst; the place where the skin was 
red, thinned, and prominent ceased to be tense and 
then sank in, so that a shallow depression was 
formed. This abscess, when opened, contained 


• See Obst. Trans., vol. xxix. 
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thin, serous fluid with yellow, cheesy flakes in it. 
It finally healed. I do not know upon what this 
unusual course depended. 

Delayed healing . A parametric abscess of the 
common kind, when the pus is let out, closes up 
in a few weeks. But sometimes these abscesses 
are long in healing. The inflammatory exudation 
at the periphery of the inflamed part may have 
become organized into fibrous tissue, so that the 
abscess may have a tough, fibrous wall half an inch 
or even an inch in thickness. An abscess with such 
walls may discharge for months.* When muscle 
enters largely into the formation of the abscess 
wall, the alternate contractions and relaxations of 
the muscle may interfere with the closure of the 
abscess. I have had under care a case in which 
an abscess cavity did not close until my colleague, 
Mr. Openshaw (at that time my resident accoucheur 
in the London Hospital) fixed the pelvis and thigh 
by a plaster of Paris bandage. In such cases, if the 
opening for the escape of the pus be not kept 
patent, it will close, the pus accumulate, then the 
abscess burst, and close again, and so on. This is 
“ what has been called progressive suppuration— 
renewed and renewed suppuration, with little or no 
fever.” + Duncan mentions a case in which this 
went on for two years. 

Unusual situations of pointing. It is difficult to 
state exactly the relative frequency with which 
different situations are the seats of pointing of 
parametric abscesses. The older writers were not 
aware how difficult it is to be sure of the seat of 
suppuration, and many cases described in old 
books as cellulitis, without any suspicion that 
there might be error, would now be thought 
either intra-peritoneal abscesses or suppurated 
cysts. There are cases of pelvic suppuration 
in which, at the present time, it is not possible to 
be sure whether the suppuration is intra-peritoneal 
or extra-peritoneal, or a suppurated cyst. The 
diagnosis is sometimes so difficult that the exist¬ 
ence of cellulitis has been denied; and surgeons 
influenced by this teaching have opened the 
abdomen, and found that all the disease was 
outside the peritoneum, in the cellular tissue. J In 


• See Hand field-J ones, Clinical Journal , Vol. I., p. 139. 
f Duncan, “ Clinical Lectures,” 4th edition, p. 258. 
t See Noble, American Gynecological and Obstetrical 
Journal , January, 1895. 


most cases the diagnosis is certain enough to make 
such an operation unnecessary; but the frequent 
possibility of error makes me refrain from attempt¬ 
ing to estimate the relative frequency of the rarer 
modes of extension of the suppuration. 

Puerperal suppuration starting in the broad 
ligament usually makes its way above the pelvic 
brim and to the front. It may extend up by the 
back of the pelvis to the kidney, producing a perine - 
phritic abscess. It never, or hardly ever, extends 
up the side of the pelvic brim, so as to form an 
abscess over the bony plate known as the iliac 
fossa. An abscess in this situation is rare, and 
almost always takes its origin from the bowel, not 
from the broad ligament. 

The common seat of pointing for an abscess 
lying over the front of the false pelvis is above the 
middle of Poupart’s ligament. But such an 
abscess, even though unilateral at the beginning, 
may point in the middle line of the abdomen.* 

Sometimes the pus escapes from the pelvis by 
way of the femoral ring, underneath Poupart’s 
ligament, and points on the inside of the thigh. 

I have known it burrow underneath Poupart’s 
ligament, and point in the thigh outside the femoral 
vessels. I have seen it point in two places at once: 
above Poupart’s ligament and below it. 

I have known the pus collection situated in the 
middle line, in front of the uterus, feeling as if one 
with it, and burst at the umbilicus.f The physical 
signs in such cases give the impression that the 
abscess is in the uterine wall. But abscess in 
the uterine wall, verified by dissection, is exces¬ 
sively rare, and abscess in the cellular tissue 
common. These patients got well, and there¬ 
fore the seat of the abscess cavity was not 
defined by dissection. My conjecture is that the 
abscess began in the commoner site, and reached 
the umbilicus by way of the vesico-uterine cellular 
tissue and the urachus. 

The foregoing are modes of termination of 
abscesses above the true pelvis. 

Sometimes a puerperal abscess in the broad 
ligament, instead of spreading up above the pelvic 
brim, leaves the pelvis by the sacro-sciatic notch, 
and points in the buttock by the side of the 
sacrum. I have known it follow the tendon of 


• See McClintock, “ Diseases of Women,” p. n. 
t See Obstetrical Journal , vol. v. p. 352. 
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the obturator interims muscle to the trochanter 
and point in the thigh near this bony point.* * * § It 
may burst into the rectum, but most abscesses so 
bursting are, I think, perimetric, not parametric* 
It may, but very seldom does, extend down by the 
side of the rectum to the ischio rectal fossa, and 
burst by the side of the anus.f It may burst into 
the vagina. The only cases in which I have seen 
this occur were non-puerperal. Parametric abscess 
may burst into the bladder. Matthews Duncan 
relates a good example of this.J I have known 
pus suddenly discharged from the uterus in such 
quantity as to lead to the belief that an abscess 
had burst into the uterine cavity, but whether 
parametric or not I could not say. 

An intra-pelvic abscess may perforate the obtu¬ 
rator foramen. I have only seen one instance of 
this. Matthews Duncan says it may burst into the 
hip joint, an event obviously entailing very serious 
consequences. But he does not say whether, in 
the case he refers to, it was proved by dissection 
that the suppuration was due to no other cause 
than the extension of a parametric abscess. 

All these places of bursting.are exceptional: the 
puerperal parametric abscesses which burst above 
Poupart’s ligament outnumber all the rest put 
together. 

Bending and fixity of the thigh. In 'most cases 
the thigh is a little flexed, and extension of it is 
painful. This is because the superficial parts of 
the psoas and iliacus muscles are involved in the 
inflammation of the cellular tissue which lies over 
them. But in some cases the thigh is bent up at 
a right angle, or near it, and fixed. In the cases 
of this kind in which I have opened and explored 
the abscess, I have found that a pocket of the pus- 
containing cavity extended underneath the psoas 
muscle, between it and the bone. When the 
matter is let out the thigh ceases to be fixed, and 
it regains its proper position and mobility as the 
cavity closes. 

Association with albuminuria . Matthews Dun¬ 
can § showed that in parametritis albuminuria 
often occurs. This is sometimes due to bursting 


* Duncan, “ Perimetritis and Parametritis/* p. 159, quotes 
from Thomas a similar case. 

f See McClintock, Op. Cit., p. 13. 

X “ Clinical Lectures,” 4th edition, p. 245. 

§ “ Medico-Chirurgical Transactions,” vol. lxvii., 1884. 


of an abscess into the bladder, or to coincidence 
with cystitis or one of Bright’s diseases. But apart 
from these cases'there are others in which there 
is during parametritis a considerable amount of 
albumin in the urine—half its bulk or more, with¬ 
out either casts or pus. As the parametritis gets 
well, so does the albuminuria. This albuminuria 
is rather more frequent in cases that suppurate 
than in those that do not. Dr. Duncan associated 
it with the embryonic proximity of the kidney 
and generative organs, the frequent aching of the 
kidney during menstruation, and the occasional 
extension of parametric suppuration up to the 
kidney. 

Remote Parametritis . It is common to find 
suppuration going on in the inguinal region, while 
at the part of the broad ligament near the uterus 
the inflammation has ended in resolution. There 
may be suppuration at a greater distance from the 
uterus than this, the inflammation being continu¬ 
ous with that near the uterus which has not sup¬ 
purated. This Matthews Duncan termed “ remote 
parametritis with continuity.” But there are other 
cases, in which there is an abscess which ap¬ 
parently has no connection whatever with the 
uterus, there being nothing abnormal felt by 
the vagina. Nevertheless, from the develop¬ 
ment of a large abscess without any discoverable 
cause, except the possible accidents of labour, it 
is inferred that the suppurative inflammation began 
near the uterus, and that the changes caused at 
the place of its origin have subsided. This is 
“ remote parametritis .” Matthews Duncan relates a 
case of abscess in the thigh of this kind. I have 
seen a large puerperal abscess in the buttock, 
without pyaemia, disease of bone, injury, or trace 
of intra-pelvic disease. 

Puerperal parametritis not rising into the false 
pelvis. In some cases of puerperal parametritis 
the inflammation does not rise above the pelvic 
brim, but extends in the same manner as in the 
non-puerperal form, downwards to the pelvic out¬ 
let, and backwards around the rectum. These 
cases resemble non-puerperal parametritis in their 
course and effects. The unusual course of the 
inflammation doubtless depends upon some 
peculiarity in the time or manner of its causation, 
but I know not what. 

Anterior parametritis . Sometimes parametritis 
begins in the vesico-uterine cellular tissue. (Fig. 9.) 

Digitized by Google 



The Clinical Journal.] 


DR. DEBMAN—PABAAIETBITI8. 


[July 17,1895. l8l 


This is not common. It may suppurate and burst wards into the groin. I have seen this in virgins, 
into the vagina or into the bladder, or extend into In these cases, although the swelling in the groin 
the inguinal region. (Fig. io.) The cases I have was like that of puerperal parametritis, yet the 
seen have been mostly non-puerperal; but I have course of the illness was like that of non-puerperal 
not seen enough to make me sure that this is the parametritis, in being chronic; neither being 
rule. One of my patients was a virgin ; another quickly absorbed nor quickly suppurating, but 
was sterile, and attributed the inflammation to ex- becoming organized into a fibrous mass, which re¬ 
cessive sexual intercourse, but whether this was mained, I cannot say how long, but ^at least for 
cause or coincidence I do not know. many months. 



Fig. 9. 

From a frozen section, showing cellular tissue between uterus and bladder (after Barbour). 


Parametritis during pregnancy. Matthews 
Duncan says he has seen a case in which parame¬ 
tritis began and ended during pregnancy.* This 
is very rare; I have never seen it. 

Non-puerperal inguinal parametritis . Some¬ 
times, but very seldom, in parametritis indepen¬ 
dent of pregnancy, the inflammation extends up- 

* “ Clinical Lectures,” 4th edition, p. 240. 


Pubo-vesical cellulitis . I have twice seen in¬ 
flammation of the cellular tissue between the 
bladder and pubic symphysis. One case ended in 
complete recovery by absorption of the exudation 
while the patient was attending as an out-patient. 
The other suppurated ; the patient was admitted 
into hospital, and the abscess opened. I explored 
the cavity with the finger, but could find no sign 
of bone disease, nor anything to account for the 
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inflammation. The cavity quickly closed. The 
illness in each case was over in less than a 
month. 

Inguinal cellulitis from malignant disease resem¬ 
bling parametritis . Cancer of the caecum or the 
sigmoid flexure may lead to inflammation of the 
cellular tissue in the groin, and this may form a 
swelling precisely resembling, at one period of its 
course, that of inguinal parametritis. The condi¬ 
tion which forms the bulk of the swelling is in fact 
the same in both cases; the difference between 


seen one dependent on cancer of the sigmoid 
flexure. In ray case there was an abscess which 
was opened. But when the pus was let out, the 
cavity did not close, the swelling around went on 
increasing, and presently faeces began to come 
through the wound. These features would make 
the diagnosis of such cases easy, were it not 
that inguinal cellulitis from this cause is so 
rare. 

Chronic parametritis with sloughing. Parametri¬ 
tis with sloughing is usually an acute disease 


Fig. io. 

Anterior parametritis from nature. (By permission of Dr. W. S. A. Griffith.) 

a bladder, b urethra, c abscess cavity, d communication between abscess and bladder, e vagina. 
/ extension of abscess into cervix uteri. 


which ends fatally before the discharge of sloughs 
can begin. But Matthews Duncan* has described 
one case of chronic parametritis ending in discharge 
of sloughs, the illness extending over at least 
four years, and ending in recovery. This case is 
unique. 

Chronic atrophic parametritis • We have to thank 
Prof. W. A. Freund, of Breslau, for a full descrip¬ 
tion of the morbid changes to which he has ap- 


the two is in the cause of the inflammation and its 
course. Puerperal parametritis follows delivery, 
and usually gets well. The inflammation depen¬ 
dent on cancer comes on without any preceding 
affection of the genital organs, either physiological 
or pathological ; and as the cancer grows the lump 
in the groin goes on getting bigger. Dr. Matthews 
Duncan mentions a case in which cellulitis was 
associated with cancer of the caecum.* I have 
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Digitized by C^jOOQIC 


• “ Clinical Lectures,” 4th edition, p. 261 





The Clinical Journal.] 


DB. HERMAN—PARAMETRITI8. 


[July 17,1895. 183 


plied this term.* Duncan f has used it to also 
denote morbid changes expressly excluded by 
Freund from his description of the disease. 

Three forms of disease have been denoted by 
this term. (1) When acute inflammation of the 
cellular tissue within the pelvis has ended in the 
organization of the effused lymph into fibrous 
tissue, although, in time, this tissue usually gets 
looser and more yielding, yet it may remain 
months or years without any very great alteration. 
This is what Duncan calls atrophic parametritis; 
but it is not what Freund means by the term. 
Duncan’s words are “ when relaxation and soften¬ 
ing of the parametric induration does not take 
place, or takes place imperfectly, you have a case 
of what is called "parametritis atrophicans .” This 
is, I think, a not uncommon sequel and effect 
of parametritis, especially of the non-puerperal 
iorm. 

The process described by Freund is chronic from 
the beginning, and has, he says, no acute stage. He 
distinguished two forms : the circumscribed and the 
diffuse . (1) The circumscribed form is secondary 

to disease of the bladder, the rectum, or the 
uterus. Long-standing cystitis leads to thickening 
of the cellular tissue about the base of the bladder. 
In chronic dysentery, or ulceration of the rectum, 
there is thickening of the cellular tissue around 
the rectum. (Freund thinks that from laceration 
of the cervix uteri there results induration of the 
cellular tissue around the uterus. But as lacera¬ 
tion of the cervix occurs in nearly all mothers of 
large families, if this were so, atrophic para¬ 
metritis ought to be much commoner than it is.) 
The disease consists of induration and overgrowth 
of the loose connective tissue about these different 
parts, so as to stiffen them : processes of indurated 
tissue stretching out from the part which was the 
origin of the disease. This fibrous tissue is 
believed to contract, and pull the moveable organs 
in the pelvis towards it. The peritoneum on 
the affected tissue is thickened opaque, and less 
moveable on the parts below than it should be. 
(I have said u is believed to contract,” because it 
is difficult to say how much displacement of parts 
is due to contraction of cellular tissue, and how 
much to thickening or adhesions of peritoneum.) 


If the cellular tissue around the rectum be affected, 
haemorrhoids are produced, by the pressure on 
the veins. Some* have thought that the displace¬ 
ments of the uterus produced either by adhesions 
of the peritoneum or contraction of cellular tissue, 
are very important I cannot here discuss the 
possible results of fixation of the uterus. But such 
change in the place of the uterus as is produced by 
contraction of cellular tissue, is wholly unimportant, 
produces no effect on the uterine functions, and 
does not modify the clinical history of the case. 

(2) In the diffuse form, all the cellular tissue in 
the pelvis is stiffened by overgrowth of fibrous 
tissue. In Freund’s opinion, this may either come 
from extension of the circumscribed form, or may 
begin in the cellular tissue around the uterus, and 
extend all round it In either case, when the 
disease is advanced, the fibrous tissue compresses 
the vessels, and so leads to narrowing, dilatation, 
and thromboses of veins. It may fix and kink the 
ureter, and pull it nearer to the cervix. It may 
lead to catarrh of bladder and rectum ; to changes 
in the uterus like those of chronic metritis ; to 
thickening and contortion of the Fallopian tubes. 
It makes the vagina short and smooth. The 
induration may extend up to the meso-colon and 
meso-caecum, and fix these parts abnormally close 
to the pelvic wall. There is peri-neuritis of 
Frankenhauser’s ganglion, with atrophy of nerve 
fibres and cells. 

I have no doubt of the correctness of Freund’s 
description of these changes in the cellular tissue, 
and therefore I have quoted it. But I do not 
accept with equal confidence his opinion that the 
diffuse form of atrophic parametritis is the primary 
disease which, by its gradual extension produces 
the morbid changes in other parts—tubes, uterus, 
rectum, &c.—which Freund has found by dissec¬ 
tion to often exist along with it. My experience 
leads me to think that Duncan is right in regarding 
the condition described by Freund as a late 
result of acute parametritis ; and that the 
changes in the other pelvic organs are also results 
of old pelvic inflammation, and not results of 
gradual development of fibrous tissue outside 
them. 

Clinical history of atrophic parametritis . No 
clinical features can be described as characteristic 


• u Gynakologisches Klinik,” Strasburg, 1885. 
t Clinical Lectures, p. 254. 
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of atrophic parametritis ; for its symptoms and 
course depend upon the condition of the organs 
which the cellular tissue surrounds. Its chief 
causes in young subjects, according to Freund, 
are dysentery during childhood, and immoderate 
coition when the sexual organs are undeveloped. 
Both these causes are happiiy rare in England. 
The diffuse form he has never seen before puberty, 
seldom before thirty; generally between thirty- 
five and the menopause: an age distribution in 
harmony with the view that it is a result of long 
past acute parametritis. Freund thinks its two 
great causes are sexual excitement, excessive or 
unnatural, and debilitating influences. I quote 
these statements because the former has been 
copied into other books : but no evidence has 
been produced in its support. 

There is no group of symptoms special to this 
condition. The patients suffer from persistent 
pelvic pain : but the seat and behaviour of this 
pain depend on the conditions associated with the 
parametric induration. They often suffer from 
neurasthenia, and its “ Protean symptoms,” includ¬ 
ing hysteria, because chronic pain, and the mono¬ 
tonous life which incapacity for exertion enforces, 
depresses nervous energy. 

Treatment. The condition of the cellular 
tissue in atrophic parametritis is irremediable. 
Time only will improve it. The treatment con¬ 
sists in remedying if possible such morbid condi¬ 
tions of the uterus, ovaries, Fallopian tubes, 
bladder, or bowel, as are present, and in restoring 
the patient’s nervous tone by sleep, food, rest, and 
change. On the theory that the pulling of the 
uterus this way or that by adhesions causes symp¬ 
toms, it has been proposed to forcibly break down 
adhesions or to gradually stretch them by pelvic 
massage. The former proceeding, if carried out, 
(for in some reported cases I think the breaking of 
adhesions was imaginary), is dangerous to the 
patient, for it may lead to fatal haemorrhage or 
peritonitis.* Prolonged manipulation of the geni¬ 
tal organs of women (which massage involves) 
cannot be good for the doctor’s reputation, or the 
nervous system of the patient. Both proceedings 
are useless : for the position of an adherent uterus 
has in ninety-nine cases out of one hundred no 
effect upon its functions. 


• See “Obst. Trans.,” vol. xx., p. 102. 
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Comedonous Acne in a Young Child caused 
by a Flannel Vest. 


This patient, a child of eighteen months, was 
brought to me yesterday on account of the very 
unusual eruption which you now see. She is in 
tolerable health, but has, her mother tells me, 
suffered much from bronchitis. Her eruption has 
been present several months and is still increasing. 
It covers the upper part of her chest, shoulders, 
and back. It consists of acne spots in two 
different stages. The first stage is that of the 
comedo, the second that of an inflamed pustule 
around it. The skin of the parts affected is, as 
you see, stippled over with minute black dots. 
Excepting in their small size and in their grouping, 
they are exactly like those so commonly seen in 
adults on the face and back in cases of acne. By 
firm pressure, the little plugs of sebum can be 
extracted. I have removed two or three for 
microscopic examination. The grouping of these 
comedo spots is very peculiar, and I must confess 
that we do not often, in common acne see an>- 
thing exactly like it. Thus they are seen in 
circles around the child’s nipples, and they pass 
in short, broad streaks over the epigastrium. On 
other parts they are more or less in patches. On 
the shoulders you will observe that they pass 
down only a short way in the skin over the 
deltoids. On the upper part of the chest and 
back, and especially just about the clavicles, in¬ 
flammation has occurred around many of these 
comedones, producing little, red, hard spots, each 
with its depression in the centre. There is a 
group of spots just under the child’s chin, exactly 
where it would touch its chest. Having demon¬ 
strated the child herself, I must next ask attention 
to its clothing. Having suffered much from 
bronchitis, its mother has thought it safest to 
make it wear, night and day, the short flannel 
vest which is now before you. You will see that 
at the root of the neck the vest exactly covers 
the parts affected by the eruption, and the same is 
the case with the short sleeves. The one limits 
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the other. The child has every appearance of 
having been carefully attended to and is perfectly 
clean, but the vest looks as if it had been worn 
for months. The only part of the child’s surface 
which is affected and which has not been covered 
by the vest is the chin, and this is precisely the 
part which would come in contact with the vest 
on its outer side. 

Comments . I produce for comparison with our 
patient a portrait which has been published in the 
International Atlas by Mr. Brooke of Manchester. 
It shows with some minor differences precisely 
the same state of things. Mr. Brooke’s patient 
was probably in a more advanced stage than mine, 
and the child was also older. His portrait 
shows the little black dots just as in my patient# 
and also the inflamed papules with depressed 
centres. It shows, however, a condition which we 
could not find in my patient, the existence of 
minute spines caused by the extrusion of hardened 
sebaceous matter from the follicles. 

The chief difference, however, between Mf. 
Brooke’s case and that before us is in the 
location of the spots. In Mr. Brooke’s case the 
eruption covered the whole of the upper ex¬ 
tremities, affecting even the backs of the hands, 
whilst it occurred but sparingly on the trunk. In 
our patient it is the trunk which is almost ex¬ 
clusively affected. It is impossible, however, for 
anyone to compare the portrait and the patient 
together without being convinced that they are 
examples of the same malady. Now I have not the 
least doubt that in my case the exciting cause of 
the disease is the thick flannel vest the child has 
been made to wear. It is a matter of general know¬ 
ledge amongst those experienced in such matters 
that acne spots can be produced in the adult 
by sleeping in flannel. 

It is not the irritation of clean rough flannel 
which does it, but a greasy flannel, which is worn 
night and day without sufficiently frequent changes. 
We constantly have to caution negligent men as to 
this matter, and many a case of acne on the 
shoulders and back may be cured by insisting that 
the woollen vest shall not be worn next the skin. 
The case which we have had before us is 
essentially one of acne, but acne under very 
strange circumstances—in the thin and delicate skin 
of an infant. The case is an extremely rare one. 
I described many years ago an eruption which I 


then called “ lichen spinulosum,” on account of the 
little spines which we have just looked at in Mr. 
Brooke’s portrait. Of this patient I had a wax 
cast made, which is I believe still in the museum 
of the London Hospital. The eruption was, so far 
as I remember, arranged on the shoulders and 
chest much as in the patient we have just seea 
I did not at the time entertain any suspicion 
as to what I now regard as its cause. 
I have now little doubt that our present 
case has removed all mystery from the disease, 
and that we need never again invent any long 
names for its designation. We are dealing simply 
with a flannel acne. In making this assertion, 
however, I have no wish to conceal the fact that 
there yet remains a very important question for 
our investigation. It appears highly probable that 
the eruption has certain powers of infectiveness. 
In my own case the grouping of the spots in such 
close proximity one with another is very strongly 
suggestive of some influence of this kind. In 
Mr. Brooke’s case three or four children in the 
same family were all affected by it. Thus it seems 
highly probable that some, more or less specific, 
element of contagion attends the disease. What 
that element is—whether psorosperm, demodex, 
or cryptogam—we do not yet know. Mr. Brooke’s 
painstaking investigations failed to discover any¬ 
thing, and my own have been attended with the 
like negative result. Still I have no doubt that 
some such element is present from the very begin¬ 
ning of the malady, for it would otherwise be 
impossible to explain the wide extension of the 
disease in each patient, and the sameness of its 
character in all parts. Some facts also make it 
very probable that the folliculitis-changes may 
extend to parts far beyond the area of those 
originally influenced by the article of dress which 
set it going. Thus the backs of the hands may 
be affected, and to account for this location we 
must have recourse to the theory of contagion. 
Although apparently the malady is very rare, and 
I can myself only recall a very few examples of it, 
yet it is, perhaps, not improbable that we may over¬ 
look many minor examples and take cognizance 
only of those in which the disease assumes very 
conspicuous peculiarities. If amongst those who 
attend our Conferences there are some who have 
opportunities for observation amongst the children 
of the poor, they may perhaps be induced to pay 
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attention to this matter and to find us some more 
cases. By so doing they may soon set at rest the 
question which I have raised as to the influence of 
clothing as a cause. 


THE HEREDITY OF CANCER. 

By D'ARCY POWER, M.A., M.B., F.R.C.S.Eng. 
Surgeon to the Victoria Hospital for Children, Chelsea. 


Syoosis and Ringworm from Contagion from 
Calves. 

A farm labourer, aged 35, sent by Mr. James 
Startin, exhibited most interesting conditions of 
parasitic disease. On his upper lip there were 
thick swollen patches, elevated certainly half an 
inch, and covered with crust. These were clearly 
due to local folliculitis, and exactly resembled the 
conditions which our forefathers knew as “Sycosis.” 
On his cheeks near to the eyes were some ringed 
patches of erythema like common ringworm. The 
whole of the back of one hand was thickened, and 
covered with small indolent pustules, which had 
formed around the hair follicles. On both fore¬ 
arms were abruptly margined round patches, as 
large as a watch face, of congested skin with small 
pustules. The man had been engaged in his farm 
work in dressing a number of calves which were 
suffering from ringworm. 

Comments . The contagion from ringworm in 
calves and other animals to man has often been 
observed, the disease produced being frequently of 
a severe form. In the present case, it is of much 
interest to note the different appearances assumed 
by the disease in different parts. It displays 
everywhere a very decided tendency to affect the 
hair follicles. No case could more definitely 
prove that the appearances which we call ring¬ 
worm and those to which we give the name 
sycosis may be produced by one and the same 
cause. The man has the appearance of being in 
somewhat weakly health, which may possibly ex¬ 
plain the somewhat unusual severity with which 
the disease has developed in him. 


Infantile DiarrhoBa. —For children under one 
year : Antipyrin , 7f grains; simple syrup , i| fluid 
ounces ; water , 11 fluid ounces. One teaspoonful 
every two hours several minutes before nursing. 
Over one year add 7! grains of antipyrin for each 
year of age. Useful in all cases not due to a toxic 
cause .—{Lyon Medical.) 


The specialist and the hospital physician as a rule 
are too actively engaged in promoting the interests 
of the institutions to which they are respectively 
attached to carry on much original work. The 
general practitioner, with disturbed nights and 
a long succession of interrupted days, is apt to 
think that he is unable to add to the stock 
of scientific knowledge, for he believes that he has 
neither the time nor the ability. Both are wrong. 
Committees indeed are indispensable, but the 
desire to attend them appears to grow with age. 
Their importance is so unduly magnified, that in 
years to come, when biographies are written, it will 
have to be said of many a one that he practised 
successfully in London and attended committees. 
I hope to show in the present paper that it is quite 
easy to add valuable information by the exercise 
of a minimum of observation and by the least 
expenditure of time. 

Facts are still required in considering the cause 
of cancer. Theories we have, and in abundance ; 
most of them are wild guesses, a few only serve as 
working hypotheses. The facts can be gathered in 
many directions; some of them are purely scientific, 
and with these I have no desire to deal in this 
paper; others are as purely clinical, and to the 
method of obtaining them I wish now to invite 
your attention. 

Cancer is so widely spread in this country that 
every individual practitioner of medicine repeatedly 
has cases coming to him for treatment. Too often 
he takes a narrow view of his duty; he looks upon the 
patient as an individual, treats him to the best of 
his ability, and then thinks no more of him, until 
months or years afterwards when another member 
of the family is affected, an occurrence which he 
explains to his own satisfaction by saying that the 
disease is hereditary. 

Every case of cancer should be viewed from a 
very much wider standpoint than this. We require 
to know in what . manner cancer is hereditary. 
Whether, as Cohnheim and other pathologists 
thought, the offspring of cancerous parents are 
bom with such epiblastic peculiarities that a very 
slight stimulus at an appropriate period would 
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suffice to produce that diseased activity of the 
epithelium which is cancer. This is heredity in its 
purest sense. The term heredity, however, is an 
elastic one. It may be that the individual is born 
with a predisposition to the disease; that is to say 
that his tissues are capable of supporting the life 
and growth of some organism which in turn reacts 
upon epithelial cells, and makes them multiply out 
of all due proportion. If cancer is truly hereditary 
the various members of a cancerous stock should 
suffer from the disease whether they remain at home 
or whether they scatter themselves abroad. The time 
at which they are attacked will vary with the vitality 
of their epithelial tissues, for cancer is essentially a 
disease of decadent epithelium. Every member of 
the family, however, will not suffer, and in each 
generation fewer persons will be attacked. If, on 
the other hand, a predisposition to the disease 
is alone inherited, then those members of the 
family will suffer who live most continuously in the 
place where the cancer was originally acquired, 
those who are brought most intimately into con¬ 
tact with persons suffering from the disease, and 
those who are placed under conditions, such as 
chronic irritation, which are known to produce cancer, 
whilst the other members of the family will escape. 
No one would wish to assert that cancer is so con¬ 
tagious that the nursing of a patient sick of the 
disease would produce it in an otherwise healthy 
patient, and it is for this reason that we do not 
find it unduly prevalent amongst the nurses of a 
hospital set apart for the treatment of cancer. It 
does happen, and not very infrequently—for several 
instances have come under my own observation— 
that relatives nursing those sick of cancer have 
themselves been attacked with the disease. Addi¬ 
tional and markedly predisposing factors enter into 
these cases. There is the bodily exhaustion as a 
purely physical cause, with the more subtle 
psychical influence exerted upon the tissues by 
watching the painful illness and slow death of a 
beloved relative. 

Cancer sometimes appears to 'originate in a 
place, and it may then affect a succession of 
individuals who are not related to each other by 
blood. An interesting example of such a succes¬ 
sion was communicated to me a few days since by 
the medical practitioner under whose care the 
patients successively fell. 

My friend practises in a hamlet within ten miles 


of London, which he describes graphically as being 
“ so beastly healthy,” that in ten years he has only 
signed thirty-three death certificates. Five of 
these certificates, however, were due to cancer 
originating in the place, and one was due to cancer 
occurring in an old patient, who had followed him 
from a previous settlement. The hamlet in ques¬ 
tion is well supplied with Kentish water provided 
by a company, and drawn directly from the chalk. 
It is very hard, and constipation is prevalent. The 
houses are well and substantially built, but in one 
case at least—and probably in most of the re¬ 
mainder—they are placed upon the clay soil without 
any concrete foundations. There are seventy or 
eighty houses containing about 500 persons, all 
well-to-do. The head of each family migrates in 
the morning and returns from town at night. 

Three of the five cases of cancer which originated 
locally present a most interesting sequence. They 
were the following :— 

Case 1.—Mr. A. B., aged fifty-four, but looking 
many years older, died of cancer of the rectum in 
the autumn of 1892, a year and a day after 
colotomy had been performed upon him. He 
was a churchwarden, and was the head of a large 
firm of solicitors. He lived in the only wooden 
house in the hamlet. A sister had previously died 
of cancer of the breast, and it is doubtful whether 
another member of his family had not also died of 
the same complaint. 

Case 2.—Mr. C. D., aged forty-seven, a wine 
merchant, died of cancer of the pylorus on Sep¬ 
tember 13th, 1894. He had suffered from symp¬ 
toms for thirteen months before his death, and for 
their relief he had submitted himself to one of the 
earliest operations in England of gastro-enteros- 
tomy. The operation was most successful, for 
after it he gained flesh and was able to go to work 
again for some months. He had symptoms of a 
secondary cancerous deposit in his rectum three 
months before his death. The nature of the case 
was verified by post-mortem examination. The 
family was old and long established, yet no history 
of cancer was to be obtained. Mr. C. D. acted 
as church treasurer. He was the bosom friend 
of Mr. A. B., with whom he daily travelled to 
London, and with whom he spent most of his 
spare evenings. 

Case 3.—Mr. E. F., aged fifty-one, a general 
merchant, died of cancer of the pylorus with 
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multiple secondary deposits on September 26th, 
1894. He too had gastro-enterostomy performed. 
He was a man of large means who lived well. He 
was quite without any family history of cancer. 
His business took him daily to Rochester. He 
was on terms of great intimacy with Mr. A. B. 
and Mr. C. D., and was also a churchwarden. The 
success of the gastro-enterostomy in Mr. C. D.*s 
case led him to have the operation performed upon 
himself. 

Such sequences are best left without comment 
for the present It is well to report them as 
accurately as possible for future reference, but it 
may be noted that the first person affected had a 
family history of cancer, whilst the second and 
third had none. The three persons affected were 
bound together by a community of interest in 
church matters. They were only associated in 
their intervals of leisure. The fact that two spent 
their days in London, and one in Rochester, argues 
strongly in favour of the exciting cause, if any, 
having a local existence. 

These cases show how much can be done in 
helping forward an important investigation by 
practitioners possessing the faculty of observation, 
even though they reside in quite small places. 
Observation and the careful garnering of indi¬ 
vidual instances will alone tell us whether cancer 
is hereditary or whether we are merely born with 
a predisposition to it. The population in London 
and in all large towns is too migratory to afford 
adequate histories. The facts require to be ob¬ 
served by an impartial person who has some skill 
in exactitude. 

An intelligent layman with a strong scientific 
bias has recently given me the following history of 
a family affected with cancer He was interested 
in the subject and disbelieved my suggestion that 
locality was a factor in the production of cancer. 
A few days later he sent me the following history 
of O.’s family with the remark, “ I am rather 
astonished to find how far it bears out your theory, 
as of C.’s six other children, three lived away from 
home and died from some other cause, one son 
who lived in early life with F. died from chronic 
cystitis, and two are still alive. The negative side 
is well illustrated by I., who entirely nursed three 
of her sisters and assisted with the fourth, and yet 
shows no signs of the complaint herself. I. will 
be sixty-six next December, and the last sister she 


nursed died in August, 1892. These facts are all 
within my own knowledge.” 

O., whose sisters died of carcinoma, had four 
sons and four daughters. 

(1) Son A. had three sons and four daughters. 
The whole family are alive, and the youngest is 
fifty. 

(2) Daughter B. had two sons and one daughter. 
All the members of this family are dead. Two of 
the three lived to the age of seventy, none of them 
had cancer, but they all lived away from their 
ancestral home. 

(3) Daughter C. died at the age of ninety-five. 
She had four sons and eight daughters. Two 
daughters D. and E. lived with their aunt B. One 
son F. constantly visited and stayed in the house. 
After B.’s death D. and E. lived with sisters G. 
and H. I. is still living and nursed D. E. G. and H. 

A. B. D. E. F. G. H. died of carcinoma. 

I have no desire to magnify the importance of 
these cases or of similar ones which friends have 
brought under my notice from time to time. I 
feel that they should be reported as they occur, for 
they may serve as models to those who live in 
districts where cancer is prevalent. The whole 
question of the causation of cancer is an important 
one, but we ought not to be too hasty in drawing 
our conclusions. Let us accumulate our facts 
slowly but very correctly, and then let us carefully 
consider them without bias, so that we may arrive 
at the truth. 


Impacted Cerumen.— When the impaction is 
hard, dry, and adherent, and injections of luke¬ 
warm water fail, use the following : Sodium carbo - 
nate, 7f grains; glycerin , u>ater, each ljfluidrachms. 
Drop 10 drops into the ear, and let it remain 10 
minutes. Renew the injections of warm water in 
two or three days, which will generally suffice for 
the removal of the body. Do not use the curette 
or stylet except to slightly displace the mass and 
permit the jet of fluid to surround it. Sometimes 
an oily solution of 2 per cent, salicylic acid may be 
necessary, followed by injections of alkaline water. 
When the cerumen has been removed, close the 
meatus with cotton for from twenty-four to twenty- 
eight hours.—(. Manuel pratique du traitement des 
maladies de POreille.) 
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A LECTURE ON LEUCORRH(EA. 


By THOMAS MORE-MADDEN, M.D., F.R.C.S.Edin. 

Obstetric Physician and Gynaecologist Mater Misericordii 
Hospital; Consultant and ex-Master National 
Lying-in-Hospital; Consultant to the 
Children’s Hospital, Dublin, Ac. 


Gentlemen, —In the following observations I 
purpose to bring before you one of the most 
common of the complaints that come under our 
notice in this department of the hospital. In so 
doing I must avail myself of what I have published 
«n a paper recently submitted to the Royal 
Academy of Medicine,* and reiterate opinions, 
some of which may, perhaps, not be quite in 
accordance with those of others, but which, 
nevertheless, I believe to be correct and service¬ 
able, that you should here be made acquainted 
with. Therefore, as I then said and may now 
repeat, you should in the first place bear in mind 
that in the majority of cases the symptom which 
primarily directs the altention of patients to the 
most common forms of gynaecological disease that 
are daily met with in these wards is leucorrhcea, or, 
m other words, some abnormal mucoid exudation 
from the genital canal. Such discharges, more¬ 
over, although always symptomatic, are oftentimes 
so predominant a feature in those cases, or are so 
obscure in their causation, so far-reaching in their 
consequences, or so intractable in their manage¬ 
ment, as to occasion no small part of the many 
diagnostic and therapeutic difficulties encountered 
in this special branch of practice. Hence it may 
not be unprofitable for you to give your careful 
consideration to the general pathology of leu¬ 
corrhcea, the circumstances from which this 
originates in different instances, the results it 
may occasion, and the methods available for its 
treatment 

Under the term leucorrhcea I shall here include 
all those abnormal mucoid exudations containing 


• Vide The Dublin Monthly fournal of Medical Science, 

April, 1895. 

Vot. VI. No. 18. 


elements foreign to healthy mucus that may 
proceed from the lining membrane of any portion 
of the female genital tract. These discharges are 
commonly classified in accordance either with 
their special cause, or from their primary location, 
in each instance. The latter arrangement, although 
open to the objection that this complaint seldom 
remains permanently confined to its starting-point, 
and also that its characteristics, consequences, and* 
treatment are influenced not alone by its situation, 
but moreover by the special exciting cause of the 
discharge and by the constitutional condition of 
the patient, is nevertheless probably as good as 
any other that can be suggested, and hence may 
be followed in the subsequent observations, in the 
course of which the vulvar, vaginal, and uterine 
forms of leucorrhcea will be separately discussed. 

Before so doing, however, I should premise 
that mere blennorrhcea, or simple hypersecretion 
of the mucus containing morphological elements, 
besides detached epithelial cells and mucus 
corpuscles, which is normally secreted by the 
genital lining membrane, does not come within the 
purview of my remarks on leucorrhcea, although it 
is so included by others. Irrespectively of any 
pathological conditions, that natural secretion of 
mucus may physiologically be increased by local 
hyperaemia consequent on ovulation or pregnancy. 
Moreover, its normal amount bears a constant 
relation to other circumstances, being greatest 
during the epochs of reproductive activity and in 
married life ; and on the other hand being smallest 
in quantity before the period of puberty, and again 
in advanced age, when the vaginal rugs become 
comparatively bloodless or obliterated, and when 
also the uterus and its adnexa generally undergo a 
more or less marked process of senile atrophy. 

I. Vulvar Leucorrhcea. In reference to leu- 
corrhceal discharges from the labis, nymphs, and 
adjoining parts within the vulvar area, or in imme¬ 
diate vicinity, it may be observed that not only 
are these mucous surfaces peculiarly exposed to 
the external, or catarrhal, infective, and traumatic 
causes of local inflammation, resulting in exuda¬ 
tions, but also in the contiguous glandular struc- 
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tures present a fertile field for their development and 
extension. For instance, the vulvo-vaginal or 
Bartholinian glands in the deep fascia on either 
side of the vaginal orifice are, together with their 
ducts opening at the side of the nymphae, 
very liable to inflammation, often resulting in 
abscess or in cystic disease, one of the first symp¬ 
toms of which is an excessive and vitiated mucoid 
exudation. 

The most common causes of vulvar leucorrhcea 
are, with one exception, especially exemplified in 
pediatric practice. Thus, in the Children's Hospital, 
Dublin, with which I have been connected for the 
past twenty-three years, I have had occasion, as I 
pointed out in some lectures previously published, 
and again in my recent Handbook of Diseases of 
Women, to notice the great frequency and im¬ 
portance of leucorrhcea in children of all ages from 
infancy up to puberty. Moreover, such discharges 
may possibly become of medico-legal as well as 
therapeutic interest, as I have seen in several 
instances where I have been called on to give 
medical evidence in reference to charges arising 
from their occurrence. 

As, however, the practical importance of vulvar 
leucorrhcea in childhood does not appear to be 
sufficiently recognized, I would venture to com* 
mend the following remarks of Dr. Keating, of 
Philadelphia, to the careful consideration of those 
who may have to deal with such cases:— 

“The catarrhs of infancy, which may result 
from cold, pent up secretions, want of cleanliness, 
&c , act on the mucous lining of the uterus, as 
they do on that of the nasal passage, producing 
congestion, infiltration, and, finally, stenosis of 
the passages. The effect this has upon the 
uterus is to congest it, to obstruct its canal, and to 
increase its weight; and undoubtedly not a few of 
the uterine flexions and versions, with their many 
symptoms, including dysmenorrhcea, that attend 
puberty or follow it, owe their origin to this cause. 

. . . Every mother should be taught that no child 
should have protracted leucorrhcea—that it is a 
pathological condition, and needs the immediate 
attention of the physician." * 

Nor are the effects of neglected vulvar leucorrhcea 


• Article on Leucorrhcea, u Cyclopaedia of Diseases of 
Children,” edited by Dr. Keating, M.D., vol. iii., p. 716. 
Philadelphia, 1890. 


limited to those above mentioned ; for as another 
American authority, Dr. Currier, has pointed out, 
although either vulvitis or vaginitis may exist alone, 
more frequently the infectious disease which begins 
with the vulva does not end there, but may extend 
to the uterus, the Fallopian tubes, the ovaries, and 
the peritoneum: and that, as he adds, it seems 
extremely probable that many of the deformed 
and undeveloped uteri, with which are associated 
so much dysmenorrhoea and anguish, sterility, and 
domestic unhappiness, are the legitimate conse¬ 
quences of vulvo-vaginitis in early life. 

^Etiology . Of all the causes of vulvar leucor¬ 
rhcea, one of the most important in childhood is a 
constitutional strumous taint, the local influence of 
which is often as obvious in this complaint as in 
the chronic glandular affections of children of that 
diathesis. Next in frequency in the causation of 
such discharges at all ages, but more especially in 
the ill-cared-for children of the poor who have 
come before me in the extern department of the 
hospital, is the common neglect of that attention 
to the cleanliness of the genitalia which is essential 
to their sanitary integrity. In other instances, 
vulvar leucorrhcea is consequent on local irritation 
traceable to ascarides. Still more frequently, in 
young and old alike, it presents a catarrhal form, 
following exposure to cold and wet; or it may 
result from direct injury to the parts, as well as 
from any other cause of vulvar inflammation, 
whether non-specifically infective or specific, e.g. 
gonorrhoeal or syphilitic. 

Symptoms . Reserving the last-mentioned or 
specific forms of leucorrhoea for subsequent con¬ 
sideration, the ordinary symptoms of pudendal 
inflammation leading to mucoid discharges from 
the vulva are briefly, a sense of fulness, heat, or 
discomfort in the external genitalia, together with 
a hypersemic tumefaction of the vulvar mucous 
membrane, followed by the exudation therefrom of 
a discharge which from the first is generally much 
more viscid and tenacious than in the vaginal 
forms of the complaint. In many instances the 
pudendal orifice is so glued together by this dis¬ 
charge as to cause considerable pain and difficulty 
in micturition. 

Treatment . The first point to be attended to 
throughout the treatment of vulvar leucorrhcea is 
to secure as far as possible the asepsis of the 
affected surface by the frequent use of warm 
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antiseptic lotions, such as boric acid (1 in 25), 
izal (1 in 100), lysol (1 in 100), or corrosive sub¬ 
limate (1 in 2000), so as to sterilize and cleanse 
the parts as thoroughly as practicable from the 
abnormal exudations, which when allowed to 
accumulate there are liable to become decom¬ 
posed, and thus not only increase the local irrita¬ 
tion, but also furnish a medium for the reception 
and development of pathogenic micro-organisms 
by which the eutire genital tract may be speedily 
infected. Without here entering on so wide a 
question as the causes, immediate or predisposing, 
of the hypersemic and other conditions of the 
vulva that may give rise to leucorrhoeal discharges 
therefrom, and the recognition and treatment of 
which is essential to their cure, it will perhaps 
suffice to say that in ordinary cases of catarrhal 
and simple inflammatory mucoid discharges from 
the lower segment of the genital tract, these 
exudations may, generally speaking, be arrested 
either by the application to the vulvar mucous 
surface, by the insufflator, of non-irritating, dry, 
antiseptic astringent agents, such as loretin and 
salol, or by the topical employment of boro- 
glycerine, and glycerine of carbolic acid; or, 
and oftentimes no less effectually, by some of 
the older fashioned ordinary local astringents, such 
as a strong (i. e. 3H to the £i) solution of nitrate 
of silver. In the interval between these applica¬ 
tions the parts should be kept well separated by 
creolin gauze (10 p.c.) saturated with dilute liquor 
plumbi, or hazeline, until the discharge has com¬ 
pletely subsided. 

During this local treatment the patient, if we 
wish to effect a speedy and permanent cure of 
acute vulvar leucorrhcea, should be restricted to 
bed, and after free purgation be put on a light, 
nutritious dietary. Even in the chronic forms of 
this complaint these measures are frequently no less 
advisable, together with the addition of any tonic 
or other remedy that may be specially indicated 
by the existence of the strumous, chlorotic, anae¬ 
mic, or other constitutional cachexiae, that are so 
generally associated with chronic vulvar leucorrhoeal 
discharges, and by which in not a few instances 
they may be produced or kept up. 

II. Vaginal Leucorrhcea. Whilst, as already 
observed, leucorrhcea, if neglected, sooner or later 
travels far beyond its primary seat, nevertheless, in 
many instances, this process of invasion is indefi¬ 


nitely protracted’; and for a time at least the com¬ 
plaint remains localized, and evinces distinctive 
features consequent on the structural and physio¬ 
logical characteristics of its starting-point. Thus, 
for instance, leucorrhoeal discharges from the 
mucous membrane of the lower portions of the 
vagina are generally less viscid than those proceed¬ 
ing either from the vulva or from the upper 
part of that canal, or, still more, those from the 
cervix. From the latter, vaginal mucoid exuda¬ 
tions further differ not only in their acid reaction, 
but also in that peculiar opalescent, yellowish- 
white, creamy colour to which the disease owes its 
popular name, “ ihe whites.” This distinctive appear¬ 
ance is obviously due as much to the larger pro¬ 
portion of albuminous constituents, both in solution 
and in suspended flocculi of coagulated albumen, 
which such vaginal secretions contain, as to the 
presence therein (as was originally demonstrated 
by the late Dr. Tyler Smith, to whose exhaustive 
and too seldom acknowledged researches on this 
subject subsequent great writers owe much) of 
innumerable, scaly, epithelial cells and fatty debris , 
with which, as the disease progresses, genuine pus 
corpuscles and blood discs may eventually be 
interspersed. 

On the other hand, those yet more opaque, semi¬ 
solid, curdy exudations frequently observable in 
the upper portion of the vagina, result from the 
admixture there of its acid secretions with the 
alkaline cervical discharges, and the consequent 
firm coagulation and ultimate local adhesion of 
their albumenical constituents. In this way the 
vaginal walls may become so densely encrusted by 
pseudo-membranous-looking exudations as to pro¬ 
duce those appearances which some authorities 
have, as I think, erroneously ascribed to croupous 
or diphtheritic vaginal disease. 

^Etiology of Vaginal Leucorrhcea. The causes 
of this condition include all the forms of local 
irritation to which the genital canal is liable, such 
as the following:—(1) Catarrhal and (2) strumous 
inflammation of the vagina, (3) follicular vaginitis, 
(4) specific or gonorrhoeal infection, (5) neglect of 
cleanliness, (6) irritation from worms, (7) vaginal 
tumours, (8) congestion resulting from uterine 
displacements, (9) mechanical injuries, (10) over- 
stimulation of the parts, frequently evinced in 
newly-married patients. Vaginal leucorrhoea may 
also arise (ti) from the extension of uterine, 
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tubal, ovarian, or pelvic disease, or (12) from 
the genital hyperaemia attending the latter months 
of pregnancy, or (13) from the topical congestion 
ushering in the catamenial epochs, or consequent 
on the menopause. Moreover, independently of 
any local lesion, leucorrhceal discharges may (14) 
be vicarious of menstruation, or (15) be consequent 
on arrested lactations, or (16) be due to metathesis 
of remote disorders, and lastly, (17) they may be 
the result of constitutional debility, however occa¬ 
sioned, giving rise to impaired tonicity of the 
vaginal mucous surface, and consequent hyper¬ 
secretion therefrom. 

III. Vaginal Leucorrhcea from Inflamma¬ 
tory Lesions. Although the causes of vaginal 
leucorrhcea are so many-sided, as is indicated in 
the foregoing list—which might be extended—it 
will suffice here to refer only to the more important 
of the inflammatory or sub-inflammatory conditions 
that commonly give rise to that discharge. Amongst 
these are, 1st, catarrhal and simple local inflam¬ 
mation ; 2nd, specifically infective or gonorrhoeal; 
3rd, strumous ; and 4th, follicular vulvitis. 

In not a few instances, however, it will be found 
practically impossible to distinguish between the 
former, all of which, if unchecked, may eventuate 
in the last named or follicular type of the disease. 

Symptoms . Vaginal leucorrhcea from any of 
these inflammatory lesions is generally preceded 
by a sense of heat and irritation in the affected 
fnucous surface, which at the same time is tumefied 
and dry until this hyperaemia becomes relieved 
by more or less profuse leucorrhceal exudations 
from the inflamed membrane. On local examina¬ 
tion, the calibre of the canal will now be found 
diminished, owing to the congestive tumefaction 
of its walls, and the vaginal mucous membrane 
highly vascular in aspect when freed from the 
tenacious and possibly muco-purulent discharge 
by which it is coated, and by which are overlaid 
the mucous follicles, ultimately eroded, hyper 
trophied, and dotted over with clusters of pro¬ 
liferating mucous papillae. This condition, which 
may endure for an indefinitely protracted period, 
is very generally present in cases of long-standing 
vaginal leucorrhoea, and is then commonly con¬ 
nected, whether as cause or effect, with some form 
or other of chronic uterine, tubal, or ovarian 
complaint. 

Diagnosis . The differentiation of gonorrhoeal 


from non specific inflammatory exudations from 
the vaginal mucous membrane, is obviously a 
matter of great importance, and often of much 
difficulty. In both instances the extending local 
inflammation may give rise to discharges from the 
mucosa of the urethra and bladder, as well as from 
the vulvo-Vaginal surface, which can only be 
distinguished by the recognition of the gonococci 
of Neisser in the former class of cases. Frequently, 
however, this test is not practically available. Nor 
is it always reliable, as that gonococcus is not 
invariably discoverable in gonorrhoeal discharges; 
whilst, as Parrish and Baldy have pointed out, 
occasionally other micro-organisms morphologi¬ 
cally identical with gonococci are found, which 
can be distinguished only by an expert. More¬ 
over, as they add, “ the disciples of Neisser have 
by no means satisfactorily proven that the 
gonococcus is the cause of gonorrhoea.” Under 
these circumstances, as a rule, our diagnosis must 
be grounded on the probabilities and history rather 
than on the physical signs and symptoms of the 
complaint. It should hardly be necessary, there¬ 
fore, in this connection to observe that in such 
cases as these, in which a patient’s reputation or 
domestic happiness may be involved in the 
question now referred to, our opinions cannot be 
too carefully considered or too cautiously ex¬ 
pressed. 

Complications. Vaginal leucorrhcea, whatever 
its origin, as before said, invariably tends to 
extension to the contiguous mucosa, and hence 
urethritis, vulvitis, and cervicitis, often resulting in 
dysmenorrhcea and sterility, are daily observed in 
cases of this kind. Moreover, the specifically 
infective forms of vaginal exudations, if neg¬ 
lected, frequently lead either to endo-uterine 
disease, or to graver tubal complications, such as 
salpingitis or pyo-salpinx, or may eventuate in 
pelvic cellulitis and other inflammatory lesions of 
the pelvic, connective, and serous tissues. 

Treatment . In whichever of the above de¬ 
scribed forms leucorrhceal discharges from the 
vaginal walls present themselves, the principles on 
which they should be treated are essentially 
similar, and in none of them can the minima dili - 
gentia medicina be safely acted on. In most 
instances the obvious therapeutic indication is the 
abatement of that local hyperaemia on which the 
exudation is usually consequent, and this can only 
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be accomplished by the removal of its immediate 
exciting cause, and by the cleansing away, as far as 
possible, and if necessary the sterilization, of the 
discharge. With these objects, should the origin of 
the complaint be gonorrhoeal or other specific infec¬ 
tion, effective germicide agents, such as a i in 2000 
solution of bichloride of mercury, or a creolin lotion 
(1 in 500), should be freely locally applied. Whilst 
in the majority of other cases of vaginal leucorrhoea 
of catarrhal and inflammatory causation, all that 
need be locally employed in the initial stage of the 
complaint is the frequent and abundant use of hot 
water, followed by weak lead lotion, dilute solution 
of fluid extract of hydrastis or any other soothing 
vaginal irrigation. 

As soon, however, as the acute inflammatory 
condition of the vaginal mucous membrane, com¬ 
monly connected with the commencement of leu¬ 
corrhoea, has subsided, or where it does not exist, 
and when the exudation has become well estab¬ 
lished, the local employment of icthyol, in the form 
of a 10 p. c. ointment, may prove remarkably effec¬ 
tual, as I found in several instances, in arresting 
vaginal discharges and in removing the chronic 
inflammatory conditions with which they may be 
connected. This remedy is, however, so mal¬ 
odorous and messy in its use as to prevent its 
general adoption. The ordinary necessary local 
astringent and antiseptic applications, such as boric 
acid and salol, may more commonly therefore be 
best employed in the way of the so-called “ dry 
treatment,” with the aid of the vaginal insufflator 
by which I frequently direct a drachm of equal parts 
of boric acid and alum powder, or else the same 
amount of iron alum, to be introduced into the 
vagina daily until the discharge becomes checked. 
More recently I have occasionally similarly em¬ 
ployed, though in smaller quantities, vaginal insuf¬ 
flations of loretin, a comparatively new antiseptic 
dusting powder with which Messrs. Burroughs 
and Wellcome favoured me a few months ago, and 
which I have since then tested in some cases in 
my hospital. So far as I have been thus enabled 
to form an opinion, this agent, which apparently 
possesses many of the surgical uses of iodoform, 
whilst devoid of its offensive odour and toxic 
properties, would seem specially serviceable in the 
local treatment of muco-purulent and foetid leu- 
corrhoeal vaginal discharges. Before the employ¬ 
ment of any of these insufflitions the vagina 


should on each occasion be well flushed out with 
a weakly carbolized injection (temp. no°). 

In a few otherwise intractable cases of chronic 
vaginal leucorrhoea I have experienced special 
benefit from the local use of a mixture of one 
part of glycerine of carbolic acid with four of 
glycerine of tannin, applied by means of a 
saturated tampon, introduced through the specu¬ 
lum, on the removal of which the tampon should 
be retained for some time, so as to bring the con¬ 
tracting vaginal walls in contact with the expressed 
astringent. In one instance my assistant by acci¬ 
dent saturated the cotton wad with pure carbolic 
acid; nor was this discovered until the vaginal 
surface was observed to become whitened and 
shrivelled up. The vaginal surface was then 
washed out with an alkaline injection, and the 
patient remained unconscious of the mistake that 
had occurred. Some days subsequently a com¬ 
plete cast of the vaginal mucous membrane was 
thrown off, the result being a permanent cure of 
the existing vaginitis, and leucorrhoea. This 
method of treatment, I need hardly say, however, 
is not here mentioned as one to be generally 
adopted in such instances, in few, if any, of which 
will any other local remedies than those above 
recommended be found necessary. 

Vaginal Leucorrhoea of Pregnancy . The physio¬ 
logical hyperaemia of the genital tract, conse¬ 
quent on utero-gestation, commonly gives rise to 
hypersecretion of vaginal mucus. This being a 
symptom rather than a disease of pregnancy, 
generally calls for nothing more than proper atten¬ 
tion to local cleanliness by the free use of warm 
water and coal tar or carbolic soap, or possibly 
the occasional employment of vaginal insufflations 
with boric acid. In some instances, however, the 
exudation is of thicker consistence, creamy or 
yellowish in colour, and distinctly muco-purulent, 
giving rise to intense pruritus of the pudendum, 
especially in the latter months of pregnancy. 
This discharge may be confounded with that 
resulting from gonorrhoeal infection, from which 
it must be differentiated, as before described. 
Moreover, as Dr. Leishman observed, when 
simply due to pregnancy, these discharges rapidly 
disappear after delivery, and seldom attract any 
notice after the lochia has ceased to flow. 
Cases, however, occasionally occur in which 
such a discharge, originally appearing during preg- 
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nancy, lasts during the convalescence after labour, 
and ends in an obstinate and troublesome vaginal 
leucorrhoea. The treatment of this affection must 
necessarily be confined within certain limits, so 
that sometimes palliation is the most we can hope 
for. Cauterants, or strong injections, cannot be 
employed, lest they should induce premature 
labour, and even the simplest injections must, if 
used, be employed with the greatest possible 
caution, as it is well known that repeated injec¬ 
tions, even of tepid water, will often suffice to 
induce uterine contractions.* 

In cases of this kind, I have myself almost 
always found constitutional treatment, and more 
especially the exhibition of iron and quinine, or 
other tonics, no less necessary and serviceable than 
that mere attention to vulvo-vaginal cleanliness 
which, together with astringent lotio ns and suppo¬ 
sitories, is commonly relied on. 

Leucorrhoeal discharges in the last months of 
pregnancy are especially prone to occasion great 
pudendal irritation, or even erosion of the external 
genitalia, and for the relief of such cases of pruritus, 
in addition to the ordinarily employed local seda¬ 
tive, I would again strongly recommend a fair trial 
pf the Methylene Blue solution which I recently 
suggested f as one of the best of all topical anal¬ 
gesics in pruritic affections of the pudendum 
generally. 

IV. Vaginal Leucorrhcea of Constitutional 
Causation. Apart from any of the before men¬ 
tioned direct local sources of local irritation or 
hyperemia, the secretions of the vaginal and 
uterine mucous surfaces may be abnormally aug¬ 
mented and altered by various constitutional causes, 
as is daily observed in patients of well-marked 
strumous diathesis, in whom abundant glairy exu¬ 
dations from the genital mucosa are hardly less 
common than the similar looking catarrhal dis¬ 
charges from the naso-pharyngeal surfaces and 
glands of scrofulous subjects. In like manner 
the importance of a constitutional factor in leu- 
corrhceal cases is also apparent in females suffering 
from chlorosis, anaemia, and other forms of debility, 
and in whom blennorrhagic vaginal hypersecretions, 
that cannot be traced to any local lesion, and 
evidently consequent on general impairment of 


# Vide “ Leishman’s Midwifery,” vol. i., p 269. 
f Vide " British Medical Journal,” fanuary 19th, 1895. 


vascular tonicity, are so often noticed. In other 
instances again the constitutional cause of leu¬ 
corrhoea is proven by its occurrence as a direct 
consequence of arrested lactation, or as a metastasis 
of gouty or rheumatic disorders. Still more ob¬ 
vious in this connection is the so-called ame- 
norrhoeal form of leucorrhoea, in which we find the 
suppression of menstruation attended by more or 
less profuse non-hsemorrhagic discharges from the 
vagina and endometrium. 

VI. Cervical Leucorrhcea. —Of the many 
factors concerned in the aetiology of leucorrhcea, 
none are of greater importance, or more frequent 
occurrence, than the various lesions, catarrhal, in¬ 
flammatory, traumatic, infective, and malignant, 
by any of which, as well as by constitutional 
conditions, the glandular structures or mucous 
surfaces of the cervix uteri may be so implicated 
as to give rise to morbid exudations there¬ 
from. It being impossible, however, within our 
’ present limits to refer in detail to all these differed 
causes of cervical leucorrhoea, I must here confine 
myself to some observations on the general charac¬ 
teristics and treatment of the discharges thus 
occasioned. 

General /Etiology of Cervical Leucorrhoea. These 
exudations consist primarily of a hypersecretion 
of the crystalline mucus which is normally 
evolved from the mucous follicles and epithelial 
surfaces of the rugous portion ot the cervical 
canal. This, under pathological conditions, be¬ 
comes gradually altered in character as well as in 
quantity, and eventuates in that viscid glutinous or 
bird-lime like discharge, frequently acrid in alka¬ 
linity, which may be seen coating the gaping lips of 
a lacerated cervix in instances of chronic cica¬ 
tricial ectropium, or extruding from the os uteri in 
cases of endo-cervicitis. If traced further up, that 
exudation will then be found, as was clearly de¬ 
scribed by Tyler Smith, adhering closely to the 
cervical crypts and rugae so as to fill the canal, and 
consisting chiefly of mucus corpuscles, oil globules, 
dentated epithelial cells, with which are also not 
unfrequently found blood discs and pus corpuscles, 
enveloped in a thick transparent plasma closely 
resembling raw white of egg, remarkable for its 
tenacity, alkaline in its reaction, and thus con¬ 
trasting distinctly with the thin acid secretions of 
the vaginal mucous membrane. 

Sources of Cervical Leucorrhcea. These exudations 
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may originate either from the sinous fossae lined 
with cylindrical epithelium, between the plicae 
palmata, on the anterior and posterior walls of the 
cervix, which may be regarded as the secreting 
organs of the normal viscid crystalline mucus of the 
cervical canal; or from the so-called ovula Nabothi, 
in the same region. The latter vesicles, composed 
of connective tissue and cylindrical epithelium, 
may, perhaps, like the Graafian follicles, be re¬ 
garded as closed glandular vesicles, bursting 
periodically; though possibly, as Kolliker observed, 
they “ are nothing more than dilated and closed 
mucous follicles, and in part also pathological 
new formations.” Be this as it may, however, the 
mucous follicles, closed and open, which are 
normally the sources of the healthy cervical mucus, 
undergo a periodical enlargement and increase 
of secretory activity in connection with ovulation, 
which is more especially manifest during pregnancy, 
when they secrete that mucus plug by which the 
cervical canal is thus sealed. 

Consequences of Cervical Leucorrhoea. Under 
normal conditions the crystalline cervical mucus 
not merely acts as the natural lubricant of the 
canal, but moreover serves in the intervals of the 
catamenia, as a block by which the entrance to the 
uterine cavity is guarded against the admission of 
pathogenic germs, and also as a suitable medium for 
the passage of spermatozoa into the uterus, as well 
as a seal to its orifice during pregnancy. All these 
functions are impaired or destroyed when that 
secretion becomes abnormal or leucorrhoeal, a 
condition which, in its most simple form, must not 
only constitute a more or less serious constitutional 
drain, occasioning impairment of the patient's 
general condition, but also prove a likely focus of 
infective disease from the possibility of septic 
changes in the vitiated and adherent discharges. 

Moreover, these exudations, especially when their 
morphological elements, their viscidity and alka¬ 
linity, are most distinctly abnormal, are of direct 
pathological moment, as frequent sources of 
irritation and erosion of the cervix, and, above all, 
are of special interest in connection with the 
causation of sterility. The latter point is one of 
great practical, and too often neglected, importance 
in connection with the treatment of barrenness. 
In such cases it very frequently happens that 
operative measures to overcome supposed stenosis 
might be dispensed with if the circumstance, first 


clearly pointed out by Marion Sims, that probably 
the most common cause of sterility is an abnormal 
condition of the cervical secretions, was suffi¬ 
ciently recognized. That effect may be produced, 
either mechanically by the calibre of the canal 
being so completely filled by the unduly viscid 
mucus as to interpose an insuperable barrier to 
conception, or chemically by its being so hyper- 
alkaline and acrid as to occasion the immediate 
destruction of the spermatozoa. This fact has 
been abundantly confirmed by my own clinical 
experience of countless cases, in which the cure of 
sterility was effected by the thorough curettage of 
the cervical canal, so as to destroy the diseased 
secreting surface as well as to clear the passage 
from the mechanical obstacle presented by its 
morbid exudations. 

Treatment . In reference to the general 
pathology and therapeutics of the conditions 
leading to cervical leucorrhoea, upwards of twenty 
years ago I pointed out in the old Dublin 
“ Obstetrical Transactions,” their common connec¬ 
tion with constitutional causes, and more especially 
strumous diseases, and urged the importance ot 
conjoining constitutional treatment with whatever 
local measures are found necessary in such cases. 
In a more recent work * I again endeavoured to 
enforce that still frequently neglected truth, in 
which, however, I have since discovered I was 
anticipated by the late Dr. Tyler Smith, to some 
of whose views on the aetiology of leucorrhoea I 
have previously referred, and whpse remarks on 
this point also are. well deserving of more 
than this brief recapitulation.—The glandular 
structures of the parts, he says, whence the dis¬ 
charge arises, points to the influence of constitu¬ 
tional causes, and exemplifies why this affection 
should be so common in women of strumous habit 
Moreover, it indicates the importance of constitu 
tional treatment, and directs attention to the 
more rational employment of topical remedies, 
which act chiefly as counter-irritants to the 
glandular structure of the affected parts. The 
indications of treatment based on a knowledge of 
the minute anatomy of the os and cervix uteri, and 
the study of its pathology in leucorrhoea, show 
the importance af combining constitutional 


# “Clinical Gynaecolo*£y,” by T. More-Madden, M.D.» 
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medicines and regimen with local applications, , 
which to be of any use in cervical leucorrhoea, ! 
should be directed, not merely to the os uteri, nor 
to the vagina, but to the canal of the cervix * 

The latter object may, I think, be most readily 
and effectually carried out by the repeated employ¬ 
ment of the curette, and for this purpose I have 
found Duke’s cervical curette especially serviceable 
for the thorough removal of that viscid tenacious 
discharge by which the canal is blocked in cases of 
cervical leucorrhoea, and comparatively free from 
that risk of too deep denudation of the walls 
of the passage that attends the use of other 
curettes. Before employing any instrument of this 
kind, however, I generally find it advisable to 
dilate the canal freely by means of the two bladed 
cervical dilator, which I designed for this purpose, 
and which for some years past has been in daily 
use in these wards in the rapid curative treatment 
of stenosis giving rise to obstructive dysmenorrhcea 
and sterility. In this connection I may observe 
that few greater improvements have taken place in 
modern gynaecological practice than the more 
general employment in the cases just referred to 
of the various recent methods of rapid cervical 
dilation. Amongst the several forms of mechanical 
dilators intended for the same purpose, I would 
especially mention, in addition to the one already 
spoken of, and which I myself almost always 
employ, the dilators suggested by Tait, Duke, 
Hegor, and McNaughton Jones, as the best types 
of the other different instruments of this class, 
which have now happily to a large extent replaced 
the old-fashioned, slowly expanding, painful, and 
often septic and dangerous, lahiinaria or sponge 
tents formerly in vogue. Moreover, immediately 
after this rapid and full enlargemerit of the affected 
passage and its subsequent curettage, the cervical 
canal should be washed out with boric acid, or 
carbolic, or some other suitable antiseptic solution, 
and brushed over with iodized phenol. 

Once more I must repeat that these local 
measures should, as a rule, be conjoined with 
constitutional treatment, and more especially with 
those remedies that may be indicated by the 
presence of any evidence of! the strumous 
diathesis which is so frequently observable in 
patients suffering from chronic leucorrhoeal dis- 
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charge. Without, however, again enlarging on 
this point, it may suffice here to say, in conclusion, 
that in the way of general treatment in the 
majority of these cases the physician must rely 
much on those ferruginous tonics which, with 
mineral acids, quinine, cod liver oil and maltine, or 
malt preparations, are, in conjunction with suitable 
hygienic and dietetic measures, his ordinary 
resources in all strumous disorders. In a complaint 
so many-sided in its aetiology as this, there can of 
course be no approach to any one specific remedy, 
but at the same time, I may add that in a 
large proportion of ordinary leucorrhoeal cases 
I have derived more benefit from the long 
continued administration of arsenical preparations, 
such as Donovan’s solution in very small doses, 
than from any of the many other constitutional 
remedies I have commonly employed in such 
instances. 


A CLINICAL LECTURE 


ON 

SOME CASES OF RADICAL CURE 
OF INGUINAL HERNIA, 

Delivered at the London Hospital, June 14th, 1895, 

By C. MANSELL-MOULLIN, B.A/OXON, F.R.C., 
Surgeon to the London Hospital. 


I wish to bring before you to-day a series of cases, 
all of which you have had the opportunity of 
seeing in the wards, illustrating the radical cure of 
inguinal hernia. One is a baby three months old. 
Another is a boy eight years of age, with a partially 
descended testis. The third is a young adult with 
a congenital inguinal hernia that has been recently 
strangulated, though not so severely as to require 
operation. The fourth is an older man, who has 
been operated upon twice before—whether with the 
object of effecting a radical cure, or because of 
strangulation I cannot say, as the history that he 
gives us is too vague. And the fifth is a young 
woman who was much distressed by a congenital 
inguinal hernia into the canal of Nuck. In all of 
these an operation has been performed with the 
view of preventing any further descent. In the 
case of the first* mentioned, the baby, I do not 
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mean to say that wearing a truss might not have 
succeeded had the treatment been continued for a 
sufficient length of time. There are instances on 
record in which a cure has been effected in this 
way, even as late as twelve years of age, and had 
the child been keep constantly under a surgeon’s 
eye, this result might have been attained here. 
But whatever the constant care of a surgeon might 
have done, either because of the size of the hernia, 
which was unusually large, or for other reasons, 
could not be done by the mother, and the child 
was living in a state of perpetual discomfort and 
no little danger. 

In the second case, too, a truss might have been 
worn, and might have proved effectual. It is 
sometimes possible by means of a carefully ad¬ 
justed water pad, shaped like a crescent, to keep 
the rupture from descending without pressing in¬ 
juriously upon the testis, and even, so it is said, to 
assist the latter in its progress down the canal. 
But in my experience the cases in which this can; 
be done, especially when the patient is an active 
boy, nine years old, never quiet for one instant, 
are few and far between, and I am myself alto¬ 
gether in favour of performing a radical cure 
before you are compelled to operate for strangu¬ 
lation. The testis must be dealt with according 
to its place and condition. In the present instance, 
in which it was of fair size, and lay just inside the 
external ring, you saw that when the funicular 
pouch of peritoneum was divided, it was easy to 
push the gland through the ring, and prevent its 
return into the canal by means of a suture. 

The third case needs no comment. I believe 
there is no surgeon at the present day, even 
among those who do not believe in the general 
advisability of the operation for radical cure, who 
would not at once admit the propriety of attempt¬ 
ing it in such a case. 

The fourth was a sailor (and I may remark 
in parenthesis that the worst cases of hernia 
are nearly always to be found among sailors): 
the rupture was a large one; the canal widely 
open; two operations had already been per¬ 
formed upon it; ani there was a large amount 
of scar-tissue to be dealt with. But the incon¬ 
venience was so great, and he had experienced 
so much difficulty with trusses, that though I 
scarcely expected the cure could, be a radical one, 

I hoped that I might be able to relieve him to 


some extent by closing the neck of the sac and 
suturing the canal, so that even if he had to wear a 
truss in the future, the instrument might be a 
lighter one, easier to replace and less difficult to 
apply. In the fifth case, the patient suffered so 
much mental distress from her affection, and was 
so averse from wearing a truss that the only alter¬ 
native was to leave her alone altogether, and allow 
the hernia to descend when it liked. 

In deciding in any individual case whether you 
would recommend an operation for the radical cure 
of inguinal hernia, in place of providing the 
patient with a truss, the first point that you have 
to take into consideration is the degree of risk to 
life; the second is the prospect of being able to 
prevent any further descent of the hernia without 
the assistance of any mechanical contrivance. 

Of these considerations the first need not 
detain us long. I have asked Mr. Roxburgh to 
ascertain for me the number of patients upon 
whom I have operated in this hospital during the 
last three years. Excluding the five that are at 
present in the wards, he tells me that I have 
operated fifty times in all, many of them being 
double operations. One of these proved fatal, 
but in this case my hand was forced. The patient 
was a child, two years of age, in a miserable con¬ 
dition from chronic eczema and malnutrition. 
I waited for a fortnight in the hope that it would 
improve. At the end of that time I was compelled 
to operate, as the child was unable to wear a truss 
owing to the condition of its skin, and the hernia 
was constantly being driven down by the disten¬ 
sion of the abdominal viscera, and had already 
been slightly strangulated. Had I been able to 
wait as I wished, I see no reason why the child 
should not have recovered. In private practice 
I have not lost any patients. The mortality, there¬ 
fore, from the operation is so slight, that with 
healthy patients, provided proper precautions are 
taken, it may be neglected altogether. 

Of course, looking at the other side of the pic¬ 
ture, there is, on the other hand, no risk of any 
kind attendant on the fitting of a truss; and if 
patients were as careful as they ought to be, and 
did not mind discomfort or expense, and if trusses 
always fitted as perfectly as they ought to do, there 
never would be any. But trusses, even if they do 
fit at first, wear out as time goes on, and need con¬ 
stant modifications; and patients, even if they will 
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put up with the discomfort, and pay sufficient atten¬ 
tion at first, soon grow careless; and sometimes 
trusses break, always at the most inconvenient 
moment; and sometimes, on board ship, for 
example, steel springs cannot be worn ; and some¬ 
times patients are so situated that they cannot 
replace a truss at the moment that it is wanted . 
so that, as a matter of fact, if you are called in to 
a patient who has trusted to trusses for many years, 
you will nearly always find that as he has grown 
older his hemia has grown larger; and if his means 
allow of it, he has collected a large number of 
instruments (I have known as many as twenty of 
all sorts and kinds as they were recommended by 
different surgeons and instrument makers), none 
of which really keep the rupture in its place, and 
that he is not only leading a life of misery, but one 
of constant danger. You must compare the risk 
of the operation, not with the mere fitting of an 
instrument, but with the chance of all the acci¬ 
dents that may occur during the years that instru¬ 
ment has to be worn while the patient is steadily 
growing older and less able to take care of him¬ 
self. 

But granted that the risk of operating is no 
greater than that attendant on the wearing of a 
truss, can you promise your patient that the cure 
will be a radical one, that he will never have to 
wear a truss again ? That depends upon the kind 
of hemia, and upon the causes that allow it to 
descend. The only way to prevent recurrence of 
a hemia, as of everything else, is to find out and 
meet the causes that give rise to it. 

Now the causes that are usually assigned for 
inguinal hemia are undue length of mesentery, 
increased abdominal pressure, and weakness of 
the abdominal wall. But the relative importance 
of these three is very different. 

Length of mesentery is of little consequence in 
comparison with the others. It is true, as Lock- 
wood has shown, that the mesentery is relatively 
much longer in an infant than it is in an adult; 
and that in old men the whole attachment of the 
mesentery sometimes slips down from its place on 
the vertebral column, so that, at the extremes of 
life, when inguinal hernia is most common, the 
intestines hang much lower down. But, as a 
matter of fact, the mesentery is never so short, 
even in adult life and in vigorous health, as to pre¬ 
vent some part of the intestine reaching as low 


down as the internal abdominal ring. So far as 
length of mesentery is concerned, hemia is always 
possible, and therefore the length cannot be of much 
importance as a cause. 

Weakness of the abdominal wall is, on the other 
hand, of the highest consequence. The weakness 
may be congenital, or it may be acquired; but 
unless there is some defect in strength or tone, 
hernia cannot occur. It is true that the pressure 
that is brought to bear upon the contents of the 
abdomen in great muscular exertion, such for 
example as lifting heavyweights,may be immense. 
But this will never cause a hernia if the wall is as 
it ought to be, for the muscles are so arranged 
that the greater the pressure they exert, the firmer 
and stronger the wall becomes. It is only when 
the muscles yield and give way, or when there is 
some open channel such as a patent tunica 
vaginalis, down which the intestine can glide, that 
hemia becomes possible. 

i Increased abdominal pressure is of equal, it not 
of greater importance; not only because it 
is the immediate agent that drives the rupture 
down, but because of the very great influence that 
it has upon the strength of the wall. One single 
sudden effort rarely causes hernia; and if it does* 
the hemia is nearly always strangulated. You can 
easily understand that if the pressure is sufficient 
to drive a loop of intestine out through the ab-. 
dominal wall along a route that has not been 
opened up before, the structure so driven out is. 
very likely to be caught and strangulated. Con¬ 
tinuous exertion, on the other hand, or muscular 
efforts repeated at frequent intervals, even if they 
are not excessive in degree, wear down the resist¬ 
ance of the wall, and make it yield and give way. 
Working in this way, increased abdominal pressure, 
such, for example, as that you meet with in case 
of chronic bronchitis, or stricture, or enlargement 
of the prostate, is one "of the most important, if 
not the most important cause, especially of those 
hemiae that are met with later in life. It is 


usually held, I know, that continued exercise 
strengthens muscles, and so it will up to a certain 
limit and up to a certain time of life. But some¬ 
times from illness, sometimes from age, there 
comes at last a time when this no longer holds 
good. The muscles, instead of responding to a 
frequently repeated call, begin to fail. They grow 


feebler and thinner. Their colour, when they are 
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exposed, is not so good. Fat collects around and 
between their fibres, and impedes their action. 
Many of the fibres undergo degeneration, and dis¬ 
appear. And as a consequence, if the frequent 
repetition of the expulsive efforts is not checked, 
the abdominal walls begin to yield; the shape of 
the abdomen alters; the lower part becomes pro¬ 
minent, especially at the sides; the rings become 
relaxed, and hernia follows. It is for this reason, 
the loss of tone of the muscles that form the wall 
of the abdomen, that a hernia so frequently makes 
its appearance for the first time after an attack of 
diarrhoea or some other exhausting illness. 

These are the two causes of hernia that you 
have to take into consideration—weakness of the 
abdominal wall, and increased abdominal pressure, 
partly for its own sake, partly for the effect that it 
has upon the wall after it has been kept up for 
some length of time. Unless you can remedy 
both of these causes, it is no use attempting to 
effect a radical cure. Removal of one alone is of 
no good : the hernia will certainly return. 

Now the causes that give rise to increased 
abdominal pressure are so many and so varied, 
and cover such an enormous field, both of medi¬ 
cine and surgery, that it is a hopeless task to try 
and enumerate them in the time at our disposal. 
What I wish you particularly to understand is the 
very slight degree of pressure that is effectual, if 
only it is repeated sufficiently often. No heroic 
effort is required : very far from it. Straining, due 
to chronic constipation, to stricture of the urethra, 
or even to a contracted prepuce is quite enough. 
Frequent micturition, as in a case of stone or of 
enlargement of the prostate, will cause it. Disten¬ 
sion of the stomach and intestines from flatus in 
an infant is sufficient. Some of these causes are 
temporary, and soon pass off; others act for much 
longer periods; but unless you can remove them 
absolutely, and ensure their absence in the future, 
it is no good your attempting a radical cure. If 
you do, as I once heard it very briefly expressed, 
the hernia will return, but the patient will not. 

But granting that you have disposed of this 
difficulty entirely, and to your own satisfaction, 
there remains the no less serious question, whether 
and by what means the defect in the abdominal 
wall can be made good. I am not going to weary 
you with a description of the various ways in which 
surgeons have attempted to strengthen and secure 


the abdominal wall. Nearly every operator has 
his own particular plan, or a modification of some 
one’s else. But there are certain general princi¬ 
ples that are, I think, worthy of special mention. 

The serous layer requires the first consideration. 
You have to deal with an opening more or less 
funnel-shaped, leading out of the peritoneal cavity, 
either left by virtue of some congenital failure of 
development, or formed by the gradual stretching 
and gliding of the peritoneum. Sudden traction 
tears the peritoneum; but under the influence of 
steady gentle pressure it will stretch to an enor¬ 
mous extent, and glide upon the subperitoneal 
layer until a part that is naturally far distant is 
dragged down to, and perhaps into, the ring. In 
the case of the sailor, for example, the parietal 
peritoneum that is reflected over the caecum had 
been displaced to such an extent that it lay quite 
close to the opening, and formed part of its 
boundaries. 

To make this good the opening must be closed, 
the funnel-shaped neck that leads to it obliterated ; 
the concavity (looking at it from the inside) over 
the ring flattened out, or, better still, converted 
into a convexity; and the loose serous membrane 
that lies around the opening, which falls into folds 
and wrinkles as soon as the hernia has been re¬ 
duced, made tight and tense. 

Of course, if it is not supported from without by 
the muscular layer, the peritoneum will soon begin 
to stretch again ; it cannot be kept for any length 
of time in a state of tension without yielding; but 
if it is once made tense, and given a fair degree of 
support from outside, there is no more reason why 
it should stretch again and give way in the neigh¬ 
bourhood of the internal ring* than in any other 
part of the abdominal cavity. 

The first essential is to free the sac from its 
surroundings, not only at the ring but for at least 
an inch inside it Then it must either be drawn 
well down, and a ligature tied round the neck as 
high as possible ; or, as Ball recommends, it must 
be twisted round and round until a very definite 
degree of resistance is felt. Other surgeons advise 
drawing the sac forcibly to one side, and fastening 
it by means of a suture passed through the ab¬ 
dominal wall; but it is not possible in this way to 
tighten the peritoneum all round the circum¬ 
ference of the sac, especially if it happens to be a 
large one. That twisting will succeed I know well* 
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for by twisting the sac of an inguinal hernia upon 
one side, I have succeeded in displacing the 
serous membrane from over the internal ab¬ 
dominal ring upon the other; but for my own 
part I prefer a ligature placed around the neck, 
as this allows a further use to be made of the sac. 
The sac can then be formed into a pad, and 
placed over the internal abdominal ring so as to 
protect it from undue pressure. 

This method of dealing with the sac was, I 
believe, first devised by MacEwen, and though 
the details have been improved by Bishop and 
others, the principle remains the same. The neck 
of the sac is tied, and the body folded upon itself 
into a pad This is then partly drawn up by 
means of a ligature, partly pushed up from below 
into the loose subperitoneal tissue. As it lies in 
this it forms a convexity over the internal ring 
that effectually obliterates the funnel-shaped pouch 
usually left, and throws the intestine to one side 
when pressure is brought to bear upon the ab¬ 
dominal contents. Care, of course, must be taken 
that none of the pad is left in the inguinal 
canal. If it is, it simply prevents the canal from 
closing, and later, acts as a wedge to force it open 
again. But this cannot happen if the pad is 
pushed well up into the subperitoneal space and 
the ring closed beneath it. In cases of acquired 
inguinal hernia the whole sac can be utilized in 
this way. In congenital ones the lower half of 
the sac roust be left as a covering to the testis, 
and a ligature placed around it. I have known 
two instances in which, owing to this precaution 
having been neglected, a small hydrocele made its 
appearance, and one in which the collection of 
fluid was so great as to require tapping. 

Once only have I known the sac slough. In 
this case it was very large and old, and had con¬ 
tracted many adhesions. The wound healed by 
the first intention, and the patient went out; but 
three weeks later he returned with an abscess, 
which, when opened, was found to contain part 
of the sac. Ultimately it healed completely, and 
the protection is so far perfect. 

After the sac has been fixed in its new position 
the inguinal canal must be dealt with, either ob¬ 
literated, and the cord transplanted, or recon¬ 
structed in its original valvular shape. Of the 
former of these methods I have had no experience, 
and it does not appear to me that it can be re¬ 


quired, unless the case is a very exceptional one. 
The latter I have found entirely satisfactory if 
suitable precautions are taken. 

The cord should be reduced in size, as far as 
possible. Clearly, the smaller it is the closer the 
tissues can fit around it, and the less will be the 
risk of a fresh protrusion burrowing its way along¬ 
side of it. This was first pointed out by Halsted. 
It is not, perhaps, of so much consequence in the 
right congenital inguinal hernia of infancy, or 
young adult life, but it is certainly necessary in 
most cases of acquired hernia on the left side. 
After this has been done the cord must be held 
up out of the way while the sutures are being 
passed and tied beneath it. Its final course, after 
its exit from the internal abdominal ring, lies 
between the conjoined tendon and the external 
oblique until it reaches the external ring. 

The conjoined tendon must be dealt with 
separately from the external oblique. The latter, 
a$ recommended by Bassini, should be split up in 
the direction of its fibres, but as far away from 
Poupart’s ligament as possible, for the whole 
length of the inguinal canal. The arching, mus¬ 
cular edge of the internal oblique and transver- 
salis must then be drawn down from under the 
inner aponeurotic flap, and transfixed, in and out, 
with MacEwen’s needle, so that the outermost 
puncture is on a level with the point of exit of the 
cord. 

The material of which the sutures are formed 
must be absolutely aseptic, must differ as little as 
possible from the natural tissues of the part, and 
must last a sufficient length of time before 
becoming weakened by the invasion of leucocytes 
from the surrounding structures. These condi¬ 
tions I have found to be fulfilled best by kangaroo- 
tendon, although it is a little difficult to tie 
securely. Wire, if it is drawn tight, cuts through 
too quickly, and as it lies among soft tissues, may 
even after years cause suppuration as a foreign 
body. Silk, which I have tried very extensively, is 
open to the same objections, although, I admit, to 
a very much less extent, and catgut of sufficient 
strength and thickness is not nearly so reliable. 
Union by the first intention is essential. I do not 
say that a radical cure is impossible if suppura¬ 
tion occurs. I have just mentioned one instance 
in which this took place, and the hernia, although 
it i$ now two years ago, has not returned, in spite 
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of the man being engaged in laborious work; but 
I am quite sure’that the chance of the cure being 
a radical one is much diminished by its occur¬ 
rence. 

The most important suture is the first. If 
passed as MacEwen recommends, the loop lies on the 
deep surface of the conjoined tendon; the two 
ends pass separately through the aponeurosis of 
the external oblique as far outwards and as near 
Poupart's ligament as possible; and the knot is 
tied upon the cutaneous surface of the aponeurosis. 
The other sutures, two or three in number, are 
passed in a similar way lower down the canal. 
The object is to bring down to Poupart’s ligament, 
not the arching edge of the conjoined tendon, but 
as much of its outer surface as possible, so that 
they may become adherent to each other over 
the whole area of the inguinal canal, including 
between them the spermatic cord. If this is 
successfully carried out, and primary union follows, 
it is almost impossible for a fresh protrusion to 
burrow its way down between them and separate 
them from each other. 

In the inguinal hernia of infancy, so much as 
this is not required. At that age it is quite suffi¬ 
cient if the neck of the sac is tied and divided, 
the pedicle reduced into the subperitoneal space, 
and a single catgut or silkworm gut suture passed 
across the inguinal canal close to the internal 
ring. As the child grows up, the inguinal canal 
will close of itself and become secure, if it is 
not prevented from doing so by the presence of 
the unobliterated funicular portion of the tunica 
vaginalis. 

When these sutures have been secured, the 
cord is released, and allowed to fall back upon the 
surface of the internal oblique; and the two 
aponeurotic flaps of the external oblique are drawn 
together by a suture of silkworm gut. Finally the 
edges of the skin are brought together with catgut 
or silkworm gut and the dressings are applied. 

The patient must keep in bed, and all source of 
straining must be avoided, not only until the 
wound is sound, but until it has begun to retract. 
And all heavy exertion must be prohibited until 
the scar has become white. Nothing is more easy 
than to tear recent lymph across. When once 
that lymph has become organized it will hold a 
great deal better; and when, after organization, it 
has contracted so that the majority of the blood¬ 


vessels are obliterated, it will stand an enormous 
strain. I have known at least one case in which 
distinct bulging in the inguinal region, due, of 
course, to the union giving way, followed a great 
muscular effort undertaken too soon. 

No appliance of any kind should be worn when 
the patient gets up. No appliance could be of 
any use unless it exerted some degree of pressure 
upon the inguinal canal, and pressure there is 
injurious, as it helps to cause absorption of the 
lymph upon which the permanency of the cure 
depends. 

Performed in this way and with these precau¬ 
tions, I believe you will have every reason to be 
satisfied with the results of the radical cure of 
inguinal hernia. But, to succeed, the operation 
must be carried out with the most minute exact¬ 
ness. Every anatomical point must be recognized 
one by one, and every single surgical detail carried 
out with the most scrupulous care. Given the 
certainty of fulfilling these conditions, a radical 
operation should not only be advised, but should 
be strongly urged, in place of ordering a truss, in 
every case of congenital inguinal hernia over 
puberty; in every case under puberty in which there 
is the least difficulty, whether the difficulty arises 
from carelessness, or from ignorance, or from such 
conditions as an undescended testis, and in every 
case of acquired inguinal hernia in which the 
patient is healthy, exempt from troubles causing 
increased abdominal pressure, and of good mus¬ 
cular development. 


NOTES OF CASES DEMONSTRATED 
AT THE CLINICAL MUSEUM, 


JONATHAN HUTCHINSON, F.R.S., LL.D. 


A Case of Multiple Lupus (Psoriasis-Lupus). 

The subject of this very interesting case was 
brought to us from near Bath by Dr. Fleming. He 
was a weakly boy, aged 8, and it was stated 
that his mother was in feeble health, and that all 
his brothers and sisters appeared to be more or less 
strumous. He first came under Dr. Fleming’s 
care in December, 1894, on account of a strumous 
abscess over the head of one tibia. At that time 
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he had two spots on one knee, two on his left 
elbow, and one on his wrist. The patches were 
smooth on the surface, deep red in colour, and 
only slightly raised. There was no inflammation of 
the surrounding skin. During the next few 
months the spots increased both in number and 
in size, and none of them disappeared. As they 
became larger they were covered with dirty white 
scales, and some of the oldest displayed, when the 
crust was removed, an excoriated papillary surface. 
When the boy came to us—six or eight months 
from the commencement of his eruption—he had 
on various parts of the body and limbs from twenty 
to thirty of the spots described. They varied in 
size from a threepenny-bit to a shilling. The 
abscess over the head of the tibia had left a deep 
scar, and during the last five months there had 
been two other superficial abscesses, one in the 
thigh and one near the ankle. The patches on 
the skin were arranged with very fair symmetry, 
but it was not exact in all places. The multi¬ 
plicity of the eruption had given rise to much 
doubt as to diagnosis. 

Comments . In. this case we have, I cannot 
doubt, a most remarkable instance of lupus 
vulgaris assuming the characters of a psoriasis like 
eruption. Many years ago I used the term, in con¬ 
nection with a somewhat similar case, of “Lupus 
psoriasis.” The eruption displays such a marked 
tendency to symmetry that it is difficult to escape 
the conclusion that its numerous patches have 
been produced by some infective material circu¬ 
lating in the blood and not by accidental im¬ 
plantation from without. It is quite evident that 
the material of contagion has possessed for a time 
considerable vigour, for it has produced not alone 
the spots of lupus on the skin, but no fewer than 
three strumous abscesses in different parts of the 
body. These abscesses have been developed in the 
areolar tissue, and although the skin became 
affected secondarily, in no single instance has it 
assumed the condition of lupus. All the abscesses 
have healed with sound scars. This is according 
to law, and a most interesting and important law 
it is, for under it it would appear that the con¬ 
tagious material can for the most part infect only 
the tissue in which it has been developed. The 
strumous abscesses and the lupus patches are 
alike, in all probability associated with the pre¬ 
sence of the tubercle bacillus, but in each instance 


the morbid process keeps to its own tissue. The 
lupus patch does not produce an abscess, nor does 
the abscess evoke a lupus patch. We have found 
illustrations of this law in numerous instances 
which have been before us. That the patches in 
the skin are those of lupus vulgaris I cannot, 
judging from their characters, feel the slightest 
doubt. The diagnosis will be proved by the 
sequel. In all probability there will be no increase 
in the number of the patches, but, unless Dr. 
Fleming is successful in vigorous local treatment 
of them, they will continue to enlarge at their 
borders and possibly some may coalesce. We 
have had an excellent illustration of this course of 
events in the case of a boy of whom I possess 
several portraits which illustrate different stages of 
his malady. These portraits I will presently place 
before you, and you will then see that a multiple 
eruption which, in the first instance, did not look 
like lupus, became in the later stages as well 
characterized as you could wish it. It seems 
probable that in not a few cases of lupus vulgaris, 
especially in the young, there is a short stage in 
the beginning during which there is a free poison 
in the blood derived probably from the parent 
patch, and which gives a tendency to a generalized 
outbreak. This stage comes to an end in the 
course of a few months, and it is never again 
repeated. In all cases of multiple lupus, with the 
rarest exceptions, the multiplicity is attained during 
the first few months. 

As regards treatment in this case, I would 
suggest that the patches should be carefully scraped 
and cauterized, and that the boy should be allowed 
every advantage as regards a liberal diet with a 
certain allowance of malt liquor or wine. 


Bronchial Adenopathy.— Each morning a 
wineglassful of Mont Dore or other sulphurated 
water, fasting, with a little warm milk; cod-liver 
oil; oV to -gV grain of sodium arseniate daily at 
meal-time, followed in fifteen days by phosphates. 
Tar-water or terpine . As calmatives, 2 to 3 drops 
of belladonna tincture , and the same quantity of 
alcoholic extract of aconite-root, and syrup of codeine. 
Revulsion of the affected area with iodine ox croton- 
oil. If possible, a season at a sulphur springs to 
complete the cure.— {Bull. Gin. de Ther.) 

Digitized by Google 



The Clinloel Journal.] 


RBVIBWS. 


[July 24,1896. 203 


REVIEWS. 


Hygiene . By LOUIS C. PARKER. (Lewis.) 
Practical Series, 4th Edition. 

H. K. Lav is, 10s. 6 d. 

For a complete, but at the same time not too 
large an account, of all that is comprised under the 
heading of Hygiene we know of no better book 
than the one before us. The fact that i n a com¬ 
paratively short time four editions have been called 
for, proves that the public think so too, and 
criticism can only follow such a definite lead. It 
is easy to see why the book is such a favourite : it 
is because of its clear and pleasant style, and the 
common-sense point of view from which con¬ 
troversial points are treated. “The diet of men in 
training should differ little, if at all, from an 
ordinary diet,” is an illustration of our meaning ; 
and again, on p. 407, “ It is not desirable to re¬ 
tain the term contagious as distinct from infectious, 
in regard to communicable diseases.” The book 
is full of such ideas. With regard to the more 
definite practical details, we have little hesitation 
in saying that those recommended are the best 
possible, and whether it be a student for the 
public health diploma, ora qualified medical officer 
of health, who consults the book, an answer will be 
found within its pages to all requirements. We 
congratulate both author and publisher on the 
production, and believe that yet further editions 
will soon be called for. 

Mentally Deficient Children , their treatment 
and training . By G. E. Shuttleworth. 

H. K. Lewis , 4r. 

To those interested in mental defects, this little 
book of Dr. Shuttlewoith will certainly be very 
welcome. It essentially consists of a series of 
journalistic papers, collected into book form. 
Chapter i. contains a very good historical account 
of the efforts that have been made on behalf of the 
feeble-minded; chapters on the definition of 
“ mentally deficient ” and on the pathological 
etiology then follow; treatment as usually under¬ 
stood, general, medical and surgical, occupies 
chapter v.; and chapters vi., vii. and viii. are 
devoted to educational, industrial and moral 
training of feeble-minded children. Chapter ix. 
deals in a most interesting manner with the very 


encouraging results that have been obtained by 
patient and persevering attention. Four appen¬ 
dices (bibliography, school books and appliances, 
speaking exercises, list of institutions, homes and 
classes) conclude what we must look upon as an 
exceedingly useful little work for any one who is 
called upon to give advice in these most distressing 
cases. 

The Phonographic Record of Clinical Teaching 
(June). Issued by the Society of Medical 
Phonographers. Sold by Sir I. Pit¬ 
man & Sons, 1, Amen Corner, E.C. 

Two students contribute to the June number, in 
the one case, notes of a case of Renal disease from 
the clinic of Sir T. Grainger Stewart; in the other, 
that of a case of functional aphasia, from the clinic 
of Dr. Judson Bury, of Manchester. Both reports 
are well done, and the clearness with which these 
shorthand notes present the essential features of 
each case might well be copied by other medical 
writers. In a short paper Mr. Nettleship deals 
with Neurasthenic Asthenopia, in which patients, 
with or without refractive error, are unable to 
maintain the same muscular movement of the eye 
for long together. “ Movement Asthenopia ” is 
where the patient cannot keep up quick lateral 
movements, as in reading, “ Fixation Asthenopia ” 
when there is difficulty in looking for any time at a 
fixed object, as in sewing. Prolonged efforts and 
complete idleness of the eyes are alike to be 
avoided; and recovery is the exception rather 
than the rule. Dr. Gowers supplies the first of a 
series of problems in practical diagnosis, a case of 
sudden cerebral lesion, providing material for a 
very instructive paper in a branch of medicine 
which Dr. Gowers has made peculiarly his own. 

The Phonographic Record of Clinical Teach¬ 
ing. Issued by the Society of Medical 
Phonographers. Price 6 d . London : 

Sir I. Pitman & Sons, 1, Amen Corner, 
EC. 

A double number of this Journal appears for 
July. Some excellent bedside teaching by Sir 
W. H. Broadbent brings the hospital ward more 
vividly before the reader than a formal clinical 
lecture could have done. Dr. Gowers offers 
another problem in diagnosis—and an extremely 
interesting one it is—the lesson being that the 
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knee-jerk should be tested where there is abdo¬ 
minal or trunk pain, as it is in this way that tabes 
sometimes declares itself. Professor Spencer, in 
an article on the differentiation between fibroids of 
the uterus and ovarian tumours, points out that in 
the former the long duration of the growth and 
the presence of the round ligament are enough to 
establish the nature of the case. Mr. Swanzy 
gives with brief fulness notes of four eye cases. 
Dandric ulceration of the cornea he rubs with 
absolute alcohol; purulent ulcer he touches with 
the actual cautery, and taps the anterior chamber. 
A case of detached retina treated successfully by 
bandaging the eye and making the patient lie upon 
her back for five weeks without stirring is also 
related, as well as a case of high myopia treated 
by discission of the lens, a procedure not to be 
adopted in such cases if the patient is not young* 
and the fundus oculi not healthy. Some notes of 
Dr. Barlow's out-patient teaching, and an enter¬ 
taining account of country practice in South Africa, 
complete the number. The lithography and 
shorthand are clear and readable, and medical 
shorthand writers are to be congratulated on the 
possession of so excellent a journal, which, like 
The Clinical Journal , gives some of the best teach¬ 
ing without the padding which is inseparable from 
other medical papers. We think, however, that 
the address of the Editor or Secretary ought to 
be given. 


THERAPEUTICAL NOTES. 


Piles. — Prof. Dr. Roux recommends very 
warmly the so-called American method of treat¬ 
ment, so much so that for years he has performed 
no formal cutting operation. The method is as 
follows: It can be done without general anaesthesia, 
but preferably with that adjunct—the patient is 
placed iu the Athotomy position, the thumbs of the 
operator are then introduced into the anus, and by 
rhythmical separation of them the anus so far dilated 
that the thumbs finally touch either tuber Ischii. 
The piles then project in the form of a rosette dis¬ 
tended each with blood: they are then held indi¬ 
vidually with thumb and finger (preferable to fix¬ 
ation forceps), and two drops of a 50 to 80 per cent. 


carbolic acid in glycerine solution injected into the 
middle or base of each one with a hypodermic 
syringe. The piles swell greatly under the treatment 
and are left protruding through the sphincter, a plug 
of iodoform gauze is inserted through the ring of 
piles, and a dressing applied externally by a ban¬ 
dage. Dr. Roux claims that the pain is slight and 
shock nil; the piles first harden and then gradually 
disappear in a week or so, and the patient is out of 
bed in less than ten days. 

( Therap. Monatschr ., 3 . 95 .) 


Choasma of Pregnancy.— Dr. 

mends the following:— 

Hare recom 

ft Zinci oxidi . 

gfvj 

Hydrarg. amraon. 

gr'j 

01. theobrom. . 

3 * 

Oi. rici. . 

3 V 

Ess. ros. 

gtt.xx. 


M. Sig. : Apply to the face night and morning. 

{Coll, and Clin. Rec .) 


Rectal Resection in the Female—Yaginal 
Method.— Plug the rectum with antiseptic gauze 
and disinfect the vagina thoroughly. Incise the 
posterior vaginal wall and separate it from the 
diseased gut. Incise the perineum in the middle 
line, and isolate, ligature, and divide the rectum 
below the seat of disease. Draw the upper and 
cancerous portion of the gut through the vaginal 
wound and excise it. The advantages of the 
method are that there is but little haemorrhage, the 
diseased parts can be freely exposed, an opening 
in the peritoneum can be easily dealt with, and 
enlarged glands in the mesorectum can easily be 
removed.— {Cent, fur Chir.) 


Lemonade for Diabetic Patients. — The 

following lemonade maybe prescribed for diabetic 
patients who suffer from thirst, and who beg for a 
drink with a sweet taste:— 
ft Acid citric, 5 grammes (77 grains): 

Glycerini puri, 20 to 30 grammes (310 to 355 
grains) : 

Aquae purae, 1000 grammes (35 1 ouuces). 

To be drunk in small quantities during the 24 
hours.— {Medical Chronicle .) 
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ON 

THE PROGNOSIS AND TREATMENT 
OF LARYNGEAL TUBERCULOSIS, 

Delivered at the London Hospital, June, 1895, 

By PERCY KIDD, M.A., M.D., F.R.C.P., 

Assistant Physician to the London Hospital, Physician to 
the Hospital for Consumption and Diseases of the 
Chest, Brampton. 

Gentlemen, —I have chosen as the subject of to¬ 
day’s lecture the prognosis and treatment of 
laryngeal tuberculosis, at the risk of appearing to 
trench upon the domain of one of the special 
departments. I have done so for reasons which 
seem to me to be sufficient. In the first place, 
laryngeal tuberculosis, in the immense majority 
of cases, represents merely a complication, though 
a very important complication, of pulmonary tuber¬ 
culosis, a disease which is still allowed to come 
within the province of the physician. Statistics 
show that laryngeal tuberculosis is clinically 
recognizable in 20 per cent, to 25 per cent, of all 
cases of pulmonary tuberculosis; and remembering 
the fact that one-seventh of the total death-rate 
is directly attributable to this disease, you will see 
that laryngeal tuberculosis is a fairly common 
disorder. It will, therefore, fall to the lot of all of 
you that are engaged in general practice to meet 
with this disease at an early period of your career. 
Let me here urge upon you the importance of 
acquiring a sound knowledge of the diagnosis and 
treatment of diseases of the throat. 

In the medical out-patient room we see cases 
of this disease from time to time, but the 
opportunities for the study of laryngeal affections 
are, naturally, somewhat restricted. Therefore I 
strongly advise you all to attend the throat 
department regularly, so as to acquire sufficient 
practice in laryngoscopic examination, and in the 
local application of remedies to the larynx. No 
man nowadays ought to go out into practice 
without being able to make a satisfactory laryn- 
Vol. VI. No. 14. 


goscopic examination, and to recognize correctly 
any gross disease of the throat. I do not say that 
you can all become professed laryngologists, but I 
do maintain that you ought to be able to make the 
requisite examination of the larynx in any average 
case. It is hardly necessary for me to dwell upon 
the importance of this point, but as an illustration, 
I may mention the not infrequent case in which 
it is impossible, without laryngoscopic examination, 
to decide whether obstruction exists in the larynx, 
or in the trachea. You will see at once that this 
is a very practical matter in its bearing on the 
performance of tracheotomy. 

I cannot, on this occasion, enter fully into the 
subject of diagnosis, but I may just briefly 
summarize the chief points to be attended to. 

Tubercular lesions may be divided into two :— 
1, infiltration, or swelling; 2, ulceration. 

The localization of the process is a matter of 
great importance. Tubercular affections show a 
marked preference for the posterior part of the 
larynx; thus the posterior extremities of the vocal 
cords, the inter-arytenoid fold, and the laryngeal 
surface of the arytenoid cartilages are the parts 
most liable to be involved. The epiglottis is less 
commonly implicated, and the ventricular bands 
are seldom involved, except in wide-spread disease 
of the larynx. The characters of the tubercular 
lesions may be briefly referred to. 

In tubercular infiltration of the vocal cords, we 
find a fleshy swelling of one or both posterior 
thirds, less frequently a similar change involving 
the whole of one cord. More commonly a super¬ 
ficial ulcer is the first recognizable lesion. Such 
ulcers mostly commence in the region of the pro¬ 
cessus vocalis, or posterior extremity of the cord, 
and are situated either on the internal or upper 
surface,—more commonly in the former position. 
In many cases, the ulceration shows a marked 
tendency to split the cord into two or more 
parallel segments, giving rise to the terrace-like 
appearance described by Stoerk, and others. In 
the case of the inter-arytenoid fold, the earliest 
change consists in a swelling of this part projecting 
forwards between the vocal cords. When ulcera- 
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tion -develops, the swollen fold presents a jagged 
or zig-zag outline as seen from above. At times 
the irregularities of the fold are still more pro¬ 
nounced, taking the form of large excrescences and 
closely simulating the appearance of a papilloma. 
When the disease affects the arytenoid regions, it 
usually leads to more or less swelling. In these 
cases, it is very common to find varying degrees of 
fixation of the corresponding vocal cord, from 
pseudo-ankylosis of the crico-arytenoid joints, 
depending on the peri-arytenoid infiltration. In 
the case of the epiglottis, the commonest lesion 
consists in a general, or less frequently a unilateral 
swelling, followed ultimately by ulceration. In 
another type of case, shallow, lenticular ulcers 
appear on the laryngeal surface of the epiglottis, 
without any pronounced swelling of the part. The 
coalescence of these multiple ulcers gives rise to 
sinuous tracts of ulceration, in consequence of which 
the epiglottis acquires a worm-eaten appearance. 

The progress of the disease is slow, contrasting 
strongly with the comparatively rapid course of 
gummatous syphilitic ulceration. Pain is a very 
common symptom, especially where the epiglottis 
or arytenoid regions are affected. On the con¬ 
trary, in syphilis pain is generally absent. 

There is one other point to which I must allude 
before leaving this part of the subject. It has been 
said that extreme anaemia of the larynx is very 
diagnostic of tuberculosis. While recognizing the 
truth of this statement, I must warn you against 
believing that it will help you very often. In the 
majority of cases the larynx shows some degree of 
hypersemia, rather than pallor. 

Laryngoscopic examination must always be 
combined with careful physical exploration of the 
lungs, and, in doubtful cases, examination of the 
sputum for tubercle bacilli should never be 
omitted. Difficulties of diagnosis arise most 
commonly in connection with syphilis, more rarely, 
with carcinoma. Where, as sometimes happens, 
syphilis and tubercle are combined, the difficulties 
of diagnosis may be very great, and the careful 
trial of antisyphilitic remedies may alone enable 
us to decide how much of the laryngeal disease is 
syphilitic. If the laryngoscopic diagnosis be 
checked by examination of the lungs and sputum, 
you will be able to recognize the disease in most 
cases, though it may for weeks be impossible to 
give a positive opinion in exceptional cases. 


I must now turn to the subject of prognosis. 

In comparatively recent times, the development 
of laryngeal tuberculosis was generally considered 
to render the prognosis absolutely hopeless. 
Fortunately it is now possible to give a more 
discriminating prognosis in such cases. 

In the first place, the prognosis should never be 
based exclusively on the laryngoscopic appearance 
alone, unless in one definite type of disease, to 
which I will refer presently. In all cases we must 
consider the general condition — temperature, 
digestion, weight, complications, and state of the 
lungs—if we hope to form an accurate prognosis. 
With regard to the examination of the lungs, it may 
perhaps be well to give a note of warning. Many 
people seem to think that given a stethoscope 
(and more particularly a binaural), any disease of 
the lungs can be recognized and estimated. I am 
sorry to say that this view is far too optimistic. 
When obstruction of the larynx exists, ausculta¬ 
tion may be almost useless. I will give you an 
instance. 

Not many weeks ago a patient of mine was 
under observation, suffering from extensive laryn¬ 
geal tuberculosis, combined with swelling of the 
epiglottis and arytenoid regions. Physical ex¬ 
amination of the lungs gave almost negative 
results, and this although we recognized the fact 
that pulmonary disease was likely to be much 
more pronounced than the physical evidence 
suggested. When this patient died we found 
small cavities at both apices, and diffused miliary 
tuberculosis of the greater part of both lungs. In 
such cases percussion may be more trustworthy 
than auscultation, for when the entry of air into 
the lungs is much obstructed, the auscultatory 
signs may be practically negative. 

Among the local symptoms which influence our 
prognosis most vitally, I may mention two: severe 
pain and signs of laryngeal stenosis. Where pain 
is a prominent symptom, you will invariably find 
either infiltration, or ulceration of the epiglottis or 
of the arytenoid regions. Pain may be more or 
less continuous in such cases, but is more often 
chiefly experienced when the patient swallows. 
The reason, of course, is that during deglutition, 
the contraction of the constrictor muscles of the 
pharynx squeezes the sensitive epiglottis and 
arytenoids, and causes exquisite pain. Where we 
find any marked infiltration of these parts with the 
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laryngoscope, we may give a confident prognosis 
of the most ominous kind, even if other symptoms 
and signs should seem less unfavourable. Owing 
to the interference with the act of swallowing, such 
patients habitually starve themselves, and some¬ 
times refuse all food, whereby the course of the 
disease is greatly accelerated. Fortunately we 
now possess certain remedies which enable us to 
relieve this terrible symptom to a considerable 
extent, but the relief can rarely be more than 
temporaiy. The presence of marked stenosis is 
also a most unfavourable element in the prognosis. 

It is very common indeed to find symptoms of 
obstruction and pain occurring together. 

Where the laryngeal affection is limited to the 
vocal cords, or inter-arytenoid fold, and especially 
if there be only slight swelling, the prognosis is much 
more favourable, and such cases are much more 
amenable to treatment. Again, where the epiglottis 
shows unilateral, or circumscribed swelling or 
ulceration, the prospects are more favourable, and 
local treatment may be attended with a considerable 
measure of success. 

To turn now to treatment, we may discuss the 
subject under the heads of (a) general and ( b) 
local treatment. 

The general treatment is practically that of 
pulmonary tuberculosis, with certain reservations 
as to climate. The best atmospheric conditions 
are; a temperate climate, a moderate degree of 
moisture in the air, and an absence of dust. The 
south coast of England, Mentone, and other 
health resorts on the French or Italian Riviera, 
Madeira, the south coast of Spain, are all suitable 
places of residence. For English patients, and 
especially those whose means are limited, there is 
probably no locality better than the south coast 
stations of our island. It is generally allowed that 
the high Alpine stations, which give such excellent 
results in cases of chronic pulmonary tuberculosis, 
are not specially suitable for throat cases. In fact, 
the extremely dry, rarefied air of such places seems 
to have a prejudicial effect in most cases of laryn¬ 
geal tuberculosis. 

Although it is desirable, if possible, to secure the 
atmospheric conditions just mentioned, it must be 
admitted that many cases do well in such a theo¬ 
retically undesirable atmosphere as that of London. 

Is tobacco smoking to be forbidden or not? 
Most patients with this disease have no desire to 


smoke; but in certain instances there is a craving 
for tobacco. In such circumstances the patient 
may be allowed to smoke once or twice a day, 
after meals, provided it be out of doors, or in a 
large, well-ventilated room, the object of these 
restrictions being to prevent the inhalation of 
smoky air into the larynx and lungs. It is hardly 
necessary to say that such patients should be warned 
against the practice of inhaling tobacco smoke. 

As to food, only a few directions are required. 
The patient should avoid strong alcoholic drinks, 
spices, and highly seasoned dishes, which irritate 
the pharynx and epiglottis. 

Local treatment may be divided into radical and 
palliative. Under the head of radical treatment I 
shall only speak of one remedy, which I have 
found to be of undoubted use. Lactic acid, re¬ 
commended by Dr. Krause, of Berlin, has been 
extensively employed during the last five or six 
years. Most of those who have tried it thoroughly 
speak favourably of its effects. I have employed 
it myself for a large number of cases, with excel¬ 
lent results. The method adopted is as fol¬ 
lows : 

The larynx is first well brushed twice with a 
20 per cent, solution of cocaine, then, after an 
interval of about three minutes, a 50 per cent, 
solution of lactic acid is thoroughly rubbed into 
the affected part, and a second application of the 
acid is made as soon as the patient has recovered 
from the effects of the first. The acid is applied 
on cotton wool fixed to a largyngeal screw holder. 
Similar applications are made at intervals of two 
or three days, in some cases every day; and after 
four or five sittings pure lactic acid is substituted 
for the weaker solution. As a rule, eight or ten 
applications, at least, are required. Most authors 
recommend much weaker solutions of lactic acid, 
but I have obtained far better results since I 
adopted the method just described. 

Some writers state that the lactic acid treat¬ 
ment causes severe pain. This has not been my 
experience, a result which I attribute to the 
thorough cocainization employed before the intro¬ 
duction of the acid. 

It is of the utmost importance to make a judi¬ 
cious selection of cases. Thus, it is useless to 
apply lactic acid unless there is some breach of 
surface; that is to say, cases of infiltration without 
ulceration are unsuitable. The most favourable 
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cases arc those in which there is circumscribed 
ulceration without marked submucous swelling. 

In some instances where small nodular deposits 
have been found on accessible parts, like the 
epiglottis, I have obtained good results from a 
cautious employment of the galvano-cautery, fol¬ 
lowed by a thorough application of lactic acid. In 
such circumstances, destruction of the surface 
produced by the cautery permits the acid to pene¬ 
trate into the tissues. 

The lactic acid treatment has yielded several 
complete cures. I will mention two cases in illus¬ 
tration. 

A gentleman of about forty years of age, the 
subject of chronic pulmonary tuberculosis, de¬ 
veloped a large ulcer, with some surrounding 
swelling over the left arytenoid cartilage. Lactic 
acid was applied, according to the method de¬ 
scribed, eight or ten times, with the result that 
the ulcer cicatrized, and the disease was arrested. 
I saw this gentleman less than a month ago, five 
years after the application of lactic acid, and found 
a firm, whitish scar in the situation of the old 
disease. The rest of the larynx showed no change, 
beyond slight congestion, which has existed all 
along. The pulmonary disease has extended 
slightly, but the general condition remains fairly 
satisfactory. 

The next case is that of a woman, aged thirty- 
five, who, five years ago, presented a deep ulcer 
on the epiglottis. In this case, slight signs of pul¬ 
monary disease were found at both apices. Lactic 
acid was applied eight or nine times, and the ulcer 
slowly cicatrized. A few months afterwards, a 
small, nodular swelling appeared on one side of 
the epiglottis. As this showed no disposition to 
ulcerate, it was touched with the galvano-cautery, 
and lactic acid was subsequently applied. Here, 
again, cicatrization ensued. I have seen this 
patient at intervals since then, and on the last 
occasion, now about two months ago, I found a 
puckered scar in the site of the old ulcer, without 
any further disease of the larynx. 

I could give other instances of complete arrest, 
though not extending over so long a period. 

I must warn you that the introduction of the 
galvano-cautery into the larynx is not free from 
danger, and should only be practised by those who 
are thoroughly accustomed to making applications 
to the larynx. 


The question is often asked, “ Can you limit the 
action of lactic acid to the diseased spot ? ” You 
cannot. In most patients, however thorough the 
cocainization may have been, the introduction of 
lactic acid causes spasm of the constrictor muscles 
of the larynx, which involves the contact of the 
acid with both sides of the organ. Fortunately, no 
damage to the healthy parts results as long as the 
epithelial covering is intact. Some congestion is 
naturally produced, but this soon passes off. 

I have already mentioned the local indications 
for this treatment, but there are one or two further 
points deserving attention. 

This method of treatment involves considerable 
self-restraint and determination on the part of the 
patient. In some cases, where there is great 
nervousness and irritability, it may be quite im¬ 
possible to carry it through. Unless the patient 
can stand vigorous and thorough applications, it is 
better to abandon all idea of radical treatment. 
Extensive, or actively progressing disease of the 
lung, marked debility, and severe constitutional 
symptoms generally preclude the adoption of active 
local treatment. I must, however, make one ex¬ 
ception to this rule. When ulceration of the 
epiglottis can be recognized in an early stage, an 
attempt to arrest the disease may be made. For 
even if lactic acid should fail to completely check 
the ulceration, it often arrests it for a time, and 
thereby reduces the severe pain and discomfort 
attending the act of deglutition. 

Before leaving this part of the subject, I must 
remind you that, although most satisfactory results 
may be obtained in certain cases, we have always 
to reckon with the possibility of re-infection of the 
larynx by means of the sputum coming from the 
lungs. Bearing this in mind, we should be careful 
not to speak too positively of the good results to 
be expected from local treatment. 

When, from various causes, radical treatment is 
inadmissible, we must be satisfied with palliative 
measures. The most generally useful remedy is a 
two per cent, solution of cocaine, in the form of a 
spray, given a few minutes before meals. It may 
be necessary, in some cases, to apply a io or 20 
per cent, solution with a brush, but, inasmuch as 
the spray can be used by the patient himself, this 
method is the more generally convenient. 


The local application of menthol,* in the form of 
a 10 or 20 per cent, solution in olive oil, is a useful 
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substitute in some instances. Insufflations of J 
grain of morphia, with a little starch powder or 
sugar of milk, also give considerable relief! Steam 
inhalations, again, may be employed. 

The following formula, taken from the Brompton 
Pharmacopoeia, is often very useful in allaying 
laryngeal irritation:— 

Glycerine of carbolic acid z drachm, chloroform 
zo minims, added to a pint of boiling water. 

Some patients experience considerable relief 
from sucking pieces of ice. 

When, in spite of all these measures, the patient 
is unable to swallow, Wolfenden’s plan may be 
tried. The patient lies on his face on a couch or 
bed, with his head over the edge, and drinks milk 
or other fluid through an indiarubber tube. At 
times this plan is very successful. As a last resort, 
it may be necessary to feed the patient through the 
nose, a procedure which sometimes does very good 
service. 

In conclusion, I must briefly allude to the ques¬ 
tion of tracheotomy. This operation is very rarely 
required, the only indication being afforded by the 
existence of severe stenosis and impending asphyxia. 
This operation was recommended some years ago 
by certain enthusiasts, as a curative measure in 
early cases of laryngeal tuberculosis, but this heroic 
treatment has long been relegated to the limbo of 
forgotten extravagances. 


Psoriasis. —Give a sulphur bath of three-fourths 
hour in length, rubbing vigorously with soap. 
Spread over the affected areas a mixture containing 
oil of cade , 2§ drachms; ordinary collodion , 5 
drachms.— (Jour, des Mai. Cut . et Syph.) 

Aseptic Catgut. —Wind commercial surgical 
catgut on a glass spool, not too tightly, and soak 
for two days in a mixture of equal parts of alcohol 
and ether, to thoroughly remove the grease. Rinse 
in alcohol for a few moments, and place in a small 
jar, with a tightly-fitting cover, containing enough 
of a mixture of equal parts*of formalin and alcohol 
to submerge the catgut. After several days, re¬ 
move the catgut and wash out the formalin by 
soaking it several times in fresh alcohol , or, pre¬ 
ferably, by boiling it for half an hour in normal 
saline solution. Place it in alcohol for preservation. 

(New York Medical Journal.) 


THREE CASES OF SCAPHO¬ 
CEPHALUS. 

WITH 

REMARKS ON THIS AND OTHER KINDRED 
CONDITIONS. 

By LEONARD G. GUTHRIE, M.A., M.D., Oxon., 
M.R.C.P. London. 


Physi cian to Out-patients Paddington Green Children’s 
Hospital, and Hospital for Epilepsy and Paralysis, 
Regent's Park ; Assistant Physician North- 
West London Hospital. 


The characteristics of Scaphocephalus or u Boat¬ 
shaped skull ” are :— 

(1) Increased length. 

(2) Diminished breadth. 

(3) Absence of parietal eminences. 

(4) Projection of the parietal and occipital 
bones. 

(5) The presence of a keel-shaped ridge along 
the line of the sagittal suture, which sometimes 
extends to the interfrontal suture, and still further 
heightens the general resemblance of the cranium 
to a boat. 

(6) There is usually increased height of the skull 
from base line to vertex. 

All these conditions are well marked in the cases 
now to be recorded. 

The children are all males. They were born at 
full term. Labour in two of the cases was easy 
and natural; with the third (who is imbecile) it 
was tedious, but forceps were not used. 

None of the children are first-bom. There is 
no history of similar mal-development of the skull 
in the families of any of them. 

In one (R. G.) the anterior fontanelle is stated 
to have been absent at birth. In the second 
(A. B.) it has always been small, and at ten months 
of age is barely discernible. The mother of the 
third (J. J.) says that the “ top of his head was 
never open like that of her other children.” 

In two of them dentition was premature, in the 
third details as to 4 period are not given; but he 
said to have had no trouble whatever with his 
teeth, which have always been good. There is no 
evidence of premature ossification of epiphyses 
elsewhere than in the head in any of them. 
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Case /. 

R. G., aged four years, has been under observa¬ 
tion since he was ten months old. The shape of 
his head then was as it is now, the only change 
being in the measurements, which have uniformly 


was completed early. He was early in learning 
to walk, and has always been active on his legs 
since. He has occasionally complained of frontal 
headache, but it has apparently been slight, and 
has not been associated with vomiting. He has 



Case I. R. G., set. 4. 

Photograph by C. Koenig, 373, Edgware Road, JV. 


increased to the extent of about an inch. I could 
detect no sign of the anterior fontanelle when he 
was ten months of age, and his mother assured 
me that he was born without one. 

He was breast-fed until nine months of age. 
He had cut four teeth at six months, and dentition 


never had convulsions or other signs of cerebral 
irritation; his general health has always been good. 

His intelligence seems above the average. He 
speaks well for a child of his age. He goes 
to school, and has recently gained a prize in 
his class. He recites short poems clearly and 
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intelligently, and is evidently proud of the accom¬ 
plishment. 

He is somewhat self-willed and difficult to 
manage, but his mother admits that he has been 
much indulged at home on account of the 
shape of his head. He is sensitive on the latter 
subject, and requires much coaxing and persuasion 
before he will allow his head to be examined. 

The photograph shows the head in profile well; 
the accompanying tracings give the various con¬ 
tours. The measurements are as follows:— 



Circumference at level of frontal eminences and 
occipital protuberance. 

Circumference at the level of frontal eminences 
and occipital protuberance = 21 inches. 

Extreme length from between the frontal 
eminences to occipital protuberance = 8 inches. 

Width at level of parietal eminences = 4§ ins. 

Bimastoid and bifrontal intervals are each 
5 inches. 

A perpendicular line dropped approximately 
from the centre of the coronal suture, falls one inch 


in front of the external auditory meatus, showing 
that the frontal bone is thrust forward beyond its 
usual level. 



There is slight asymmetry between the two sides 
of the skull, the right parietal bone bulging more 
than the left. 

The sagittal ridge in the line of the interparietal 



Case I. Fig. 3.—R. G., oet. 4. (i-size.) 
Vertical tracing at level of roots of e-rs. 


Right. 


suture is well marked in this case. It appears to 
extend for a short distance along the interfrontal 
suture. 


Case II 


A. B., aged ten months, was brought to me to 
see “ whether anything was wrong with his head.” 
His skull is almost the counterpart of the elder 
patients at a similar age. The measurements are 


as follows:— 
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Greatest circumference — 17^ inches. 

Extreme length from mid-frontal eminences to 
occipital protuberance = 7 inches. 

Greatest parietal breadth = 45 inches. 

Bimastoid interval = 5! inches. 


well marked sagittal ridge or crest, which does not 
however appear to extend to the interfrontal suture. 
This child is decidedly rickety. Dentition was 
early as with the elder patient The two lower 
incisors were cut at three months, and he now has 



Cask II. A. B., set. 10 months. 


Photograph by C. Kcenig- % 373, Edgware Rood, IV. 

There is*some bulging of the temporo-squamous 
portions of the skull, and also some asymmetry, 
the right side being more prominent than the left. 

The anterior fontanelle can just be felt. It is 
almost closed.* As in the other patient there is a 


eight incisors and two lower molars. They are 
however small and ill developed. He has been 
brought up on the breast and on anything else 
which it has occurred to his mother to give him. 
She refuses to wean him until he is fifteen months 
old. He occasionally suffers from attacks of intes- 

Digitized by Google 


* At thirteen months his fontanelle is entirely closed. 











Tbs Clinical Journal.] 


DB. GUTHBIB—SCAPHOC BPHALUS. 


[July 31,1895. 213 


tinal and pulmonaiy catarrh. Recently he was ill 
for a few days with symptoms of cerebral irritation, 
twitching of the eyes, face, and limbs, rolling of 



At level of frontal eminences and occipital 
protuberance. 


the head from side to side, shrill screams, restless¬ 
ness, vomiting, sleeplessness and constipation. He 
was well again after a full dose of castor oil with 



Case II. Fig. 2.—A.B., set. 10 months. (J size.) 
Vertical tracing at level of roots of ears. 


bromide of potash, so probably the affection had 
no connection with his cranial condition. 


It is interesting to note that Jacobi * says that 
“Every child whose fontanel and sutures are 
prematurely closed, and who falls sick of symptoms 
of cerebral irritation or depression, is predestined 
to death at an early age.” Doubtless he alludes 
to cases in which synostosis is more extensive and 



general than in the present. The child is very 
bright and intelligent-looking. He can pull him¬ 
self up and stand with the aid of a chair. His 
mother thinks that he is more forward than her 
other children were at a like age. 

Case III . 

J. J. (male), aged n. His head shape is con¬ 
genital. Labour lasted many hours, but instru¬ 
ments were not used. He was thought to be 
dead when bom, and artificial respiration was 
performed for upwards of an hour before he 
breathed spontaneously. 

He is an imbecile of the busy restless type. 
He inspects . and handles everything within reach 
in the room, but his attention wanders, and he 
drops unconsciously any object which he may be 
holding if anything more attractive meets his eye. 

His speech is very defective now, and he could 
not articulate at all until seven years old. He 
will not say his name when asked to do so, but 
repeats it and a few simple words at dictation, if 
his attention can be engaged long enough. 

He discards two halfpennies in favour of a 
penny, which he understands will buy cocoa-nut 
ice. 

* “ New York Journal of Medicine,*' vol. iv., Sept 3rd, 

1S58. 
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He is fairly good-tempered, but subject to fits 
of passion when crossed. He is clean in his 
habits, and can feed himself, using knife and 
fork. 

His palatal arch is high, his ears are clumsy and 
ill-formed. 


Distance over vertex from ear to ear ... = 12 

Biparietal ) . , 

Bimastoid J * 

Bimastoid interval . = 5J 

Extreme length from between frontal emin¬ 
ences to occipital protuberance ... == 8£ 



Case III. J. J., xt. 11 (imbecile). 


Photograph by C. Koenig, 373, Edgivare Road, fV. 


The shape of the skull is typically scapho- 
cephalic. 

Measurements . Inches. 

The greatest circumference round frontal 
eminences and occipital protuberance = 21 

Distance over vertex from root of nose to 

occipital protuberance . = 14^ 


Remarks. 

Premature synostosis of the sagittal suture is 
usually regarded as the cause of Scaphocephalus. 

According to Virchow,* when a suture is pre¬ 
maturely ossified the growth of the bone is retarded 


* Gesammelte Abhamilungen zut 
Mediciit , Frankfort, 1856, p. 891. 
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in a direction perpendicular to the line of the 
synostosis. 

Hence in such cases there is diminished breadth 
of the skull, but a compensatory overgrowth occurs 
at the coronal and lambdoid sutures in order to 
accommodate the growing brain. The elongation 
of the skull is thus produced. 

According to Sir William Turner # sagittal 
synostosis must have occurred early in the foetal 


Tracing of Circum r erence. 



Case III. Fig. 1.—J. J., aet. 11. (£-size.) 

Circumference at level of frontal eminences and occipital 
protuberance. 


life of such cases as these, because the parietal 
eminences are absent. When the fusion is of 
later date some parietal prominence usually exists, 
the parietal eminences having had time to grow 
before the synostosis is complete, and the resulting 
shape of skull is called subscaphocephalic. Other 
varieties of dolichocephalus may be explained on 
Virchow’s principle. 

• “ Edinburgh Medical Journal, 0 1856, pp. 13-133. 


For instance, Leptocephalus (narrow head) is 
due to lateral synostosis of the frontal and parietal 
bones. Sphenocephalus (wedge-shaped skull) is 
formed by synostosis of the parietals with elevation 
at the region of the anterior fontanelle. Clino - 



Vertical tracing at level of roots of ears. 

cephalus (saddle-shaped skull) is produced by 
synostosis of the parietals with the sphenoid bone. 

For similar explanations of other varieties of 
malformed skulls reference may be made to 
Virchow’s original work,* to Jacobi,f and also to 
Thumam.J 



In addition to the other malformations described 
by these authors may be mentioned premature 


* Gesamtmlte Abhandlungtn zur ivissinschiftlichtn 
Medicin , Frankfort, 1856. 

t “New York Journal of Medicine/* vol. iv., Sept. 3rd. 
1858, p. 49. . . „ 

X “ Synostosis of Cranial Bones, especially of Parietals 
Nat . Hist. Review, London, No. 18, 1865. 
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synostosis of the interfrontal suture, which gives a 
narrow pointed forehead with projecting inter¬ 
frontal ridge and more or less absence of frontal 
eminences. This condition is well shown in the 
tracing. 

Early coronal ossification produces the retreating 
‘‘straitened forehead of the fool.” 

Gratiolet * traced a direct relationship between 
earlier and later ossification of sutures in different 
races and types of mankind, and the height of their 
intellectual faculties. For instance, the coronal 



suture ossifies early in negroes, late in Caucasians. 
Late coronal ossification he therefore thought 
favourable to intellectual development 

Such generalizations are however only partially 
true. An ill-developed skull does not necessarily 
contain an ill-developed brain. 

Generally speaking, if the brain is prevented 
from growing in one direction by premature synos¬ 
tosis of a suture, compensatory overgrowth of other 
cranial bones allows it to expand in another 
direction. 

The shape of the skull is altered, but its cubic 
capacity remains normal; the shape of the brain 

* Quoted from Jacobi, op. cit., p. 55. 


follows that of the skull, but the cerebral functions 
are not thereby necessarily impaired. 

In two out of my three cases of scaphocephalus 
intelligence is above the average 5 it is therefore 
doubtful whether the imbecility of the third child 
is in any way related to the shape of his skull, 
which in all respects resembles that of the others. 

Causation and Pathology . 

The cause of premature synostosis of sutures is 
probably unknown. 1 

The condition has been attributed to intra¬ 
uterine inflammation, either idiopathic or depen¬ 
dent on injuries to the mother whilst enceinte . It 
has been traced to injury at the time of birth, to 
the use of forceps, or to the effect of protracted 
labour. 

In none of my cases is there any history of in¬ 
jury to the mother. In none of them were forceps 
used. In two, labour was quick and easy. In 
the third, who is imbecile, labour was tedious and 
the child did not breathe well for some time after 
birth. 

This may account for the mental condition, but 
not for the shape of his head, as a similar explana¬ 
tion does not apply to the others. The only 
evidence of a possibly inflammatory origin of the 
condition is afforded by the heaping up of bone at 
the site of the suture, which produces the sagittal 
ridge. None of the ordinary signs of inflamma¬ 
tion are found ; it is therefore doubtful whether it 
is strictly speaking inflammatory, and not rather 
due to premature and exuberant ossification. 

It produces no symptoms per se and only 
becomes pathological when widely spread and 
affecting a considerable number of sutures. 

Is scaphocephalus an instance of reversion to 
an aboriginal type of skull ? 

Skulls like these, if picked up in a barrow, would 
at once be hailed as typical examples of those 
possessed by dolichocephalic ancient Britons. 

But a search in any great graveyard would 
doubtless bring to light many modem skulls of 
similar type. 

Sir William Turner* has described a scapho- 
cephalic skull from an Egyptian mummy now 
in Edinburgh Museum. The description in all 
respects tallies with that of the skulls now under 
consideration. 

He had met with a similar instance in a living 
subject of good intelligence, and he described two 
other modern examples of the condition. 

He concludes therefore that “Scaphocephalus 
(which doubtless owes its origin to causes operat- 

* “ Edin. Med. Journ.,*’ 1865, g. 13-133. 
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ing in intra-uterine life) may occur in both 
males and females of any race or clime; in ancient 
Egyptian, or in Scotchmen of the present day/’ 

The type of skull is however said to be normal 
amongst natives of New Caledonia, the New 
Hebrides, and Caroline Islands.* 

It seems extremely doubtful whether in primi¬ 
tive dolichocephalics, premature synostosis of 
sutures is actually the cause of this type of 
skull. 

Of late years the truth of the doctrines of 
Virchow, Thumam, and others on this subject 
has been questioned. 

The president of the Anthropological Institu¬ 
tion f says, “ We cannot with our present state of 
knowledge adopt the theory of the late Dr. 
Thumam, that dolichocephalism as a race charac¬ 
teristic, is to any large extent dependent on pre¬ 
mature closure of the median cranial suture.” 

Yet on the other hand it cannot be doubted 
^hat in some cases, at all events, peculiarities in the 
shape of skull are actually dependent on premature 
synostosis. 

The absence, or rapid closure of the anterior 
fontanelle, together with the presence of a sutural 
ridge, are evidence of this, apart from the actual 
observation of sutural synostosis after death. 

Early dentition, which was present in two and 
perhaps all of my cases, may also be regarded as 
evidence of premature ossification elsewhere. 

There can be no doubt of the relationship which 
exists between dentition and closure of the anterior 
fontanelle. Normally the fontanelle is not closed 
until the twenty-seventh to thirtieth month, when 
all the temporary teeth are cut. In rickety 
children whose dentition is delayed, so also is 
closure of the fontanelle. 

Premature synostosis may give rise to various 
shapes of skull, at one time resembling those of 
primitive man, at another, resembling those 
peculiar to certain races, for instance the Mon¬ 
golian; yet the resemblance is purely accidental, 
and does not prove that premature synostosis is 
the cause of ethnological peculiarities of skull 
shape, or that it produced the type of skull 
characteristic of primitive men. 

When synostosis occurs the brain is forced to 
follow the shape of the skull; when it is absent the 
skull follows the shape of the brain. 

Why the shape of the brain should vary in 
different races and give rise to various types of 
skull is at present unknown. Amongst some tribes 
artificial means are used to produce certain shapes 
of cranium, but this explanation does not apply 
to all. 

We must conclude that sporadic cases of 
scaphocephaly and other abnormal shapes of 

♦ Shuttleworth, 44 Some of the Cranial Characteristics of 
Idiocy/* Kolckmann, London, 1881. 

f 44 Journal/* May, 1895. 
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skull may be due to premature synostosis of 
sutures, but similar shapes of skull may exist 
without such synostosis. 

I recently examined the skull of a myxcedema- 
tous cretin, aged three, which presented all the 
features regarded by Virchow as due to ossification 
of the basi-sphenoid. But far from being ossified, 
a zone of cartilage one-eighth of an inch in thick¬ 
ness separated the body of the sphenoid from the 
head of the occipital bone, neither were any of the 
other sutures at the base of the skull ossified. 

I have said that there is no reason for regarding, 
a minor degree of synostosis as pathological, but 
obviously serious results may follow when all or 
most of the cranial sutures are involved, resulting 
in microcephaly. 

Baillarger* has described the skull of an idiot, 
aged four, in whom all traces of sutures were 
wanting, with the exception of the lambdoid, which 
was slightly discernible. 

Assuming that the synostosis was the primary 
condition, the usual compensation could not 
occur, and the brain must have been unable to 
grow. 

But all cases of microcephalus are not of this 
nature. It must be remembered that the growth 
of the skull normally keeps pace with that of the 
brain, and if the brain ceases to grow, so also 
does the skull. In either case microcephaly is 
associated with idiocy, but it is of the highest im¬ 
portance to be able to distinguish between the two 
classes, because in the one craniectomy may be of 
service, in the other it is clearly contra-indicated. 

The operation of craniectomy for microcephaly 
seems in danger of falling into disrepute, both be¬ 
cause it has proved useless in a certain number of 
cases, and also because Sir George Humphreyt 
has found that in nineteen microcephalic idiots 
examined by him no signs of compression of the 
brain were manifested. 

Such cases would not be likely to derive benefit 
from an operation which aims at relief from 
pressure on the brain. 

But how are we to distinguish them from cases 
in which premature ossification exist and is pro¬ 
ducing compression of the brain ? 

Even when the general shape of the skull sug¬ 
gests premature ossification of sutures, it by lo 
means follows that ossification exists. 

Some help towards the diagnosis of the condi¬ 
tion is afforded by absence of the anterior fonta¬ 
nelle and by the presence of sutural ridges, as has 
been stated. 

But even when it seems clear that the sutures 
are prematurely ossified, it must be remembered 
that the symptoms may not be due to the ossifica¬ 
tion, but to the absence of cerebral development. 

* “ Gaz. des Hopitaux/* 1856, No. 91. 

t ‘‘Journal of Anatomy and Physiology/* Feb. 16 h, 
1895. 
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It is only when the symptoms are clearly those 
of increasing compression of the brain, that we 
are justified in attributing them to the effect of pre¬ 
mature ossification and in operating for their relief. 

Such symptoms are increasing dulness and 
apathy, blunting of common sensations and special 
senses, so that only bright lights or loud sounds 
attract the patient’s attention. Absence of at¬ 
tempts at voluntary movement amounting to log 
like inactivity, or what has been termed the jelly¬ 
fish condition, are suggestive of pressure on the 
brain. 

With this condition frequent convulsions and 
headache are associated. 

A typical example of the condition has been 
published by Dr. William Ord and Mr. Edward 
Cotterill in the Medical Press and Circular for 
April ioth, 1895. 

The patient, a microcephalic idiot aged nine¬ 
teen months, derived the greatest benefit from 
linear craniectomy. 

On the other hand the common variety of the 
microcephalic idiot, far from being dull and inert, 
is active, inquisitive, mischievous, irritable, and 
passionate. 

“ Speaking generally, this class (microcephalus) 
possess as compared with other idiots quick 
observation, expressive gesture, but deficient 
speech.”* 

Whether the sutures in such cases are prema¬ 
turely ossified or not, craniectomy is not likely to 
improve the mental condition. 

The operation however may, even here, be use¬ 
ful when persistent headaches or frequent fits 
occur. 


CLINICAL NOTES 

ON 

CASES IN THE SURGICAL 
OUT-PATIENT DEPARTMENT, 
ST. GEORGE’S HOSPITAL. 

July 25th, 1895. 

By A. MARMADUKE SHEILD, M.B., F.R.C.S., 
Assistant Surgeon to the Hospital. 


Mucous Cyst of the Lip. 

A man of 39 presents a small swelling of the lip, 
about the size of a cherry, which he has had for 
more than a year. The swelling is almost trans¬ 
lucent, smooth, shining, tense, and obviously a 
cyst. This is a typical example of one of the 
commonest affections of the mucous membrane of 
the mouth and lips. When these cysts form 


under the tongue, they are generally known by 
the name of ranula, and are then caused by 
blockage, either of one of the sublingual mucous 
ducts, or of Wharton’s ducts, or of the duct of the 
sublingual gland. They may also form in the 
mucous membrane of the cheeks, in the neigh¬ 
bourhood of the tonsils, and in fact in mucous 
membranes generally. They are common in the 
mucous membrane of the vagina, and there may 
attain to a considerable size, as a bantam’s or a 
hen’s egg, but in the lips they are generally small. 
Their contents are usually clear but viscid fluid. 

The treatment of these simple affections is often 
misunderstood. If mucous cysts are simply opened 
and the contents allowed to run out, they generally 
fill again, to the great disappointment of the 
patient. The right method of treating them is to 
remove a liberal portion of the wall of the cyst ; 
clasp it with clawed forceps, then cut it away with 
a pair of sharp curved scissors. The interior of 
the cyst is rubbed freely with some caustic, such as 
a strong solution of nitrate of silver, or chromic 
acid, and the cavity is kept open by plugging with 
fine strips of gauze. In this way the largest of such 
mucous cysts may generally be finally closed. In 
some cases, especially in the vagina, the whole 
cyst may be dissected carefully out. The more of 
the secreting surface you remove the better. 


Hydrocele and Enlargement of the Testicle. 

This patient is a somewhat pale, cachectic-look¬ 
ing man, aged 49, who came under my care about 
three years ago, with a bad phagedenic sore and 
general syphilis. He recovered satisfactorily from 
this, and underwent treatment in the ordi¬ 
nary way for some six months. It may be 
remarked that the only drug which appeared 
to affect the phagedena was large doses of 
opium. He now presents a scrotal swelling. 
On the right side you see a pyriform swelling, 
obviously distending the tunica vaginalis. The 
cord is free above, but is a little thickened. The 
penis presents extensive scarring and deformity, 
due to the old phagedenic sore, which has almost 
opened into the urethra below. On examination 
by transmitted light, the swelling is perfectly 
translucent, showing that it is of the nature of 
hydrocele. The testicle appears an opaque object, 
below and behind. 

Hydrocele is not uncommon in persons who are 
the subjects of constitutional syphilis, and the col¬ 
lection of fluid in the tunica vaginalis often depends 
on some syphilitic deposit or inflammation about 
the testicle, so that hydrocele, with enlarged 
testicle, is rightly looked upon as very commonly 
of syphilitic origin. 

The right course to pursue in such a case as this 
is to tap the hydrocele with a fine clean trocar and 
canula, withdraw the fluid, and then examine the 
condition of the testis; for by the thickening of 
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the cord, and the condition of the swelling, one 
would expect the testis is not quite healthy. This 
hydrocele may be looked upon as of the acute 
form ; that is to say, it has formed within a fort¬ 
night or three weeks, which, again, is unusual, and 
points very strongly to some testicular implication 
as a cause of the hydrocele. Now that the hydro- 
celic fluid has been drawn away, we feel a very con¬ 
siderable enlargement of the testicle itself, and the 
organ is also indurated, knobby,and insensitive. Such 
swellings of the testis as this, affecting the body of 
the gland, not the epididymis, are very commonly 
syphilitic. When you meet with enlargement of 
the body of the testicle, chronic, and combined 
with hydrocele, especially with localized knobby 
protuberances, the affection is almost always gum¬ 
matous disease of the testis, of which the case 
before us is a typical example. You can now 
easily see what bad practice it would have been to 
have injected this hydrocele, or tried to cure it by 
the radical method, when it was really dependent 
on disease of the testis behind it; and you can 
remember it as one of the cases in which you 
ought not to inject hydrocele, viz., where that 
hydrocele is dependent on disease of the testicle. 
Such a course would inflame the already damaged 
testis, and make the disease worse. Syphilitic 
disease of the testicle is usually a late symptom of 
the affection, and may come on at practically any 
period after the original disease. The more acute 
the type of syphilis, the worse the variety of testi¬ 
cular implication, and the earlier it occurs. Gum¬ 
matous testicle is usually associated with bad 
types of syphilis occurring in persons broken down 
in health. 

The affection is usually amenable to treatment, 
which consists of small doses of mercurials, and 
iodides internally, and strapping the testis with 
blue ointment. Additional support to our dia¬ 
gnosis is afforded by inspection of the patient’s legs, 
where extensive scars of bad gummatous ulceration 
are very evident. _ 

Yaricocele. 

This boy of 19 presents, on the left side of 
the scrotum, a typical varicocele, that is to say, 
you can perceive, through the skin of the scrotum, 
dilated, tortuous veins, and the thumb and finger 
reveal the familiar feeling which has been so often 
likened to that of a bag of worms. 

In such cases as this the question arises whether 
the ailment is of any harm to its possessor. 
Varicocele has been said to cause atrophy of the 
testis, but this is very rare. Nevertheless, atrophy 
of the testis does occur with very large and 
old varicoceles, but it is so exceptional as to 
scarcely justify its being taken into account. 
Varicocele sometimes gives rise to severe neuralgic 
and aching pains, more especially in people who 
work and dwell in hot countries. The affection 


frequently produces much mental discomfort, and 
occasionally severe hypochondriasis from imaginary 
thoughts of impotence or inability to perform the 
sexual act, or matters connected with the sexual 
system generally, which have usually no foundation 
in fact. 

The cause of varicocele on the left side has long 
been a subject of discussion, and it is said to be 
due to the fact that the left testicle hangs lower 
than the right; secondly, that the left spermatic 
vein has no valves and passes behind the intestine. 
This vessel also enters the renal vein, instead of 
directly entering the vena cava. Thirdly, it has 
been found that in the foetus, the left spermatic 
veins are larger and more prominently dilated than 
are the right. So that possibly the correct ex¬ 
planation of varicocele on the left side is a 
developmental peculiarity, but no explanations yet 
given are, in my opinion, quite adequate to 
satisfactorily account for the curious frequency of 
varicocele on the left side. 

The treatment of the affection, as you know, 
is either palliative or curative. The palliative 
treatment is to keep the bowels very freely open 
by daily purgation, the application of cold water, 
in the shape of a cold bath, and the wearing of a 
suspender. This treatment combined with moral 
advice will keep nine out of ten cases of varicocele 
perfectly comfortable. The operative treatment is 
undertaken in two principal conditions. Firstly, 
where the patient wishes to enter the service and go 
to a hot climate, where his varicocele might possibly 
be a nuisance to him. Secondly, where the vari¬ 
cocele causes much mental discomfort and uneasi¬ 
ness of mind. Time will not allow me to discuss 
with you now all the old operations for varicocele, 
which were all marked by one weak point—that 
they were associated with septic conditions, and 
therefore were likely to be followed by such disas¬ 
trous complications as general pyaemia or septic 
embolism. The modern operation, which is that 
almost universally performed, is excision of the 
veins. This, with antiseptic precautions, and 
the joining together of two stumps or ends of 
the excised masses of veins, should result in pri¬ 
mary union, and there is practically little or no 
risk about the operation. But I must impress on 
you the necessity for the most elaborate care in 
the matter of antisepsis, more especially in the 
preparation of the sutures and ligatures used for 
the purpose of uniting the veins. Mr. Ball, of 
Dublin, has lately drawn attention to the fact that 
the best method of uniting veins after excision of 
varicocele is by sewing them together with catgut 
sutures, not tying them en masse. He very pro¬ 
perly points out that when the veins are tied the 
condition leads to some death or necrosis of the 
ends of the veins beyond the ligatures, and that 
therefore union cannot take place as well as when 
the veins are first clamped and then directly sewn 
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together with catgut sutures. The patient before 
us seems to suffer very little from his varicocele, 
therefore we will advise him to leave it alone. 

Severe Epistaxis. 

This man, aged 37, comes complaining of 
epistaxis following a blow on the nose. This class 
of case may be looked upon as very common. 
The causes of epistaxis may be classified as 
follows :— 

1st: Traumatism of all kinds, such as blows, or 
the result of an operation for the removal of 
polypi or foreign bodies, or necrosis. 

2nd: Ulceration of the mucous membrane, 
more especially a small ulcer which is apt to form 
on the septum of the nose, and which erodes a 
septum vein. 

3rd : New growths of the nose, more especially 
fibrous naso-pharyngeal polypus, and malignant 
disease, especially sarcoma or epithelioma in an 
aged person. 

Another important class of cases where 
epistaxis is a prominent symptom may be termed 
the congestive. Thus the affection is common in 
such diseases as pneumonia, cirrhosis of the liver, 
cardiac disease, thoracic aneurism, in early stages of 
fever, and the like. Epistaxis may also occur 
from degeneration of the vessels, and thus it is a 
common symptom in renal and cardiac disease. 
Epistaxis may occur in various diseased conditions 
of the blood or vessels, of which leucocythaemia, 
scurvy, and acute yellow atrophy of the liver, or 
malignant jaundice, are good examples. 

Lastly, one may mention, as a cause of epistaxis, 
vicarious menstruation, which seems to be estab¬ 
lished so well as to place it beyond doubt 

Always look upon epistaxis as a symptom, and 
discover its cause before you treat it 

Briefly, the treatment of epistaxis is as follows:— 
In a very large number of cases, the bleeding is 
distinctly salutary, and is best left alone. This 
applies to haemorrhage from the nose, which occurs 
in cirrhosis of liver, congestive heart affections, 
and pneumonia; so, too, in epistaxis due to trau¬ 
matism following a blow on the nose, as in the 
case before us, the bleeding will generally cease 
spontaneously. 

Supposing epistaxis should, from any cause, be 
dangerous and obstinate, the best method of treat¬ 
ment is as follows:—Let the patient always sit up, 
before an open window—never lie down—so as to 
keep the head higher than the trunk. Ice may be 
used locally and to the back of the neck. The lower 
extremities should be immersed in hot water up to 
the knees, or the lower limbs bound with hot 
cloths, and small doses of digitalis with ergot may 
be given every three hours. I am indebted to Dr. 
Dickenson for a hint as to the value of digitalis in 
haemorrhages from the smaller vessels. 

The local remedies to be applied to the nose in 


epistaxis are very numerous. The best and only 
sensible method of using powerful astringents is to 
illuminate the nose by a good light and speculum, 
and attempt to detect the spot from which the blood 
flows. Then apply such remedies as turpentine, 
sulphate of iron, hazeline, and other astringents 
directly to the bleeding point, a probe being tipped 
with sponge for the purpose. This is a better 
practice than blindly swabbing the whole of the 
nasal cavity and membranes with caustic agents. 

It is sometimes necessary to plug the nares. 
The best instrument for this is Cooper Rose’s 
indiarubber tampon, which is a collapsible india- 
rubber bag capable of inflation. It is passed 
through the nares and then blown up with air, so 
as to press upon the oozing points. If you cannot 
obtain this instrument, the nares must be plugged 
posteriorly with a piece of lint, fastened with silk 
through the nose in front and behind. The silk 
may first be passed with a Bellocq’s sound, or, 
better, a soft gum catheter. These plugs should 
always be soaked in antiseptic solutions and 
covered with boracic acid, or they soon become 
foul They should always be removed within 
twenty-four hours. A serious objection to their 
use is the setting up of acute inflammation of the 
middle ear, which is very apt to occur if the 
pernicious practice of plugging the posterior nares 
with lint soaked in a strong solution of perchloride 
of iron is followed. I have seen plugs so employed 
set up destructive inflammation of the middle ear 
on more than one occasion, therefore I look upon 
their use as highly reprehensible. 

In the case before us, the bleeding is not more 
than you would expect from a severe blow on the 
nose in a strong, plethoric man. We shall give 
him a tannic acid lotion to syringe up his nose, 
when probably the bleeding will spontaneously 
cease. 

Before quitting the subject of epistaxis I will 
mention that hazeline lotion is one of the most useful 
remedies I know for epistaxis. This rough sketch 
of the principal varieties and treatment of epistaxis 
must be expanded by reading, as the present 
occasion does not admit of the subject being dealt 
with in its full extent. I should like to remark, 
however, that the blood may pass out of the nose 
and be swallowed; hence haemoptysis may really 
be due to epistaxis. Therefore it is always the 
duty of a wise doctor in investigating a case of 
haematemesis to carefully examine the nose, when 
he will see clots of blood hanging about the tur¬ 
binated bones. This nasal examination is es¬ 
pecially needful when there is no apparent cause 
for the blood spitting or blood vomiting, and is 
certainly an important clinical point, because many 
persons have been treated as incurable cases of 
stomach disease, where the prominent symptom 
has been found to be due to blood from the nose 
having been swallowed during sleep. 


Digitized by 


Google 



THE CLINICAL JOURNAL 


WEDNESDAY, AUGUST J, 1895. 


CLINICAL LECTURE 

ON 

SOME FORMS OF CHRONIC 
PHTHISIS. 

Delivered at the Royal Free Hospital, 

By SAMUEL WEST, M .D. f F.R.C.P., 

Assistant Physician and Demonstrator of Practical Medicine 
at St. Bartholomew’s Hospital, Senior Physician at 
the Royal Free Hospital. 


Consolidation, excavation, and fibrosis are the 
three pathological factors of the tubercular process 
in the lung. 

These are combined in various proportions in 
different cases, so that hardly any two cases of 
phthisis present exactly the same features. Yet 
the family likeness between them all is so striking 
that there is full justification for the conclusion 
drawn by the earlier writers of this century that 
they were all alike forms of the same disease. It 
was only when the minute details came to be 
closely studied that the differences seemed also to 
justify the classification of the cases into different 
categories, and according as the older observers 
laid more stress upon the general family likeness, 
or upon the variation in the details, so were they 
led to uphold the doctrine of the unity or diversity 
of phthisis. 

The relation of the nodular tubercule to the 
caseating infiltration, and of one or both of 
these to caseous pneumonia, remained a matter 
of opinion until the discovery of the bacillus. 
This finally determined the relation existing 
between the acute tubercular processes and the 
lesions of phthisis, and settled at the same time the 
question of the unity of phthisis. 

Still, the differences which have been referred to 
justify the classification of tuberculosis of the lung 
into different forms, which, though the result of 
the same cause, yet differ widely in their clinical 
course and history, as well as in their pathological 
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anatomy. Thus acute general tuberculosis stands 
apart, and is rightly separated from phthisis as 
ordinarily understood, i.e. from the more dis¬ 
tinctive forms of tuberculosis of the lung. 

The forms of phthisis differ most inter se in 
respect of the amount of acute inflammatory 
changes, or of fibroid induration with which they 
are associated. In the most acute the inflam¬ 
matory lesions predominate. In the most chronic 
there is little, if any, active inflammatory mischief; 
but fibroid changes exist almost alone, or with 
more or less of excavation. Between the two 
extremes comes every intermediate stage in which 
the three prime lesions—inflammation, fibrosis, 
and excavation—are variously combined. So that 
the forms of phthisis may be conveniently 
arranged into three groups—acute, subacute, and 
chronic—a grouping which fits in as well with the 
clinical condition as with the pathological 
lesions. 

No classification of this kind can be perfectly 
satisfactory, for, on the one hand, the different 
groups merge insensibly into one another, so that 
no definite line can be drawn between them, and, 
on the other, the same case at different times may 
belong to different groups, for the most acute case 
may become chronic, and a chronic case pass into 
an acute or active stage. It only tends to confusion, 
to multiply names in order to express supposed 
differences where none really exist, for the various 
forms of phthisis differ only in degree, and not in 
kind, and the very indefiniteness of the terms 
acute, subacute, and chronic, are their chief 
recommendation. 

Tubercules may even abort and lead to fibrosis 
without previous caseation. This may occur even 
in the miliary disseminated form, the “ gray 
granulation of Bayle ” being only a miliary 
granulation which has undergone fibrotic change. 

The same explanation may also, perhaps, be 
given of some of the cases of diffuse fibrosis of 
the lung, so that the term Fibroid Phthisis may be 
rightly applied to them as being of tubercular 
origin. 

The forms of tuberculosis of the lung may there- 
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fore be arranged in complete series, commencing 
with the soft acute granulation and ending with 
fibrosis; thus :— 

1. Acute tuberculosis. 

a . Miliary. 

b. Nodular. 

2. Phthisis. 

a. Acutissima—acute pneumonic or inflam¬ 

matory phthisis (galloping consump¬ 
tion). 

b . Acuta—caseating pneumonia with recent 

cavities. 

c . Subacuta—with caseation excavation and 

fibrosis. 

d . Chronica—with predominance of fibroid 

changes and excavation. 

3. Chronic general induration (some forms of 
“ cirrhosis of the lung,” or “ fibroid phthisis ”). 

4. The gray granulation of Bayle. 

Chronic phthisis is characterized by the predo¬ 
minance of induration and excavation. 

In most cases the upper parts of the lungs contain cavities 
varying in number and size, surrounded and separated from 
each other by fibrous tissue; the lower parts of the lungs 
presenting the less advanced lesions of tuberculosis. 

The connective tissue is abundant, dense and of a slatey 
colour, and the duration of a case of phthisis may be roughly 
measured by the amount of fibrous tissue present. 

The cavities are usually numerous, of irregular shape, and 
communicate freely with one another. They may, however, 
be single, and are then usually pear-shaped or more or less 
globular. They may be quite small, but are often large, and 
sometimes reach enormous dimensions. 

Even the most chronic tubercular lesions may contain 
living bacilli or their spores, which, if set free, may lead to 
fresh disseminated lesions, so that any form of chronic phthisis 
may be found associated with recent tuberculosis, and on the 
other hand most of the acute cases are found associated with 
chronic tubercular lesions either in the lung or elsewhere in 
some other part of the body. 

Although in most cases of chronic phthisis the 
excavation and fibroid induration stand in some 
relation to one another, still there are two groups 
in which the one or the other greatly predomi¬ 
nates. 

To that in which induration is in excess and out 
of proportion apparently to the amount of excava¬ 
tion, the term “ fibroid phthisis” has been given, 


I. Fibroid Phthisis. 

This is a term of somewhat indefinite meaning, 
being used by different writers in different senses. 
By some it is used to describe those cases of 
phthisis, that is of tubercular disease, in which 
there is a considerable amount of fibroid indura- 
ation. But fibroid induration is a natural part of 
the chronic tubercular process, and therefore no 
special name is required for it. By others it is 
used simply as another name for fibroid induration 
of any origin, and not necessarily, therefore, 
tubercular at all. However useful the term may 
have been in former times when there were thought 
to be many kinds of phthisis, it is inconvenient now 
that the unity of phthisis is established, and the 
term phthisis practically confined to tubercular 
disease of the lung. 

When used in this general sense, the term fibroid 
phthisis is simply a pathological expression, giving 
no indication of the cause of the fibroid induration. 
Thus it may be of tubercular origin, or be due to 
some other cause than tubercle. 

When non-tubercular it may be local, as when 
it follows Interstitial Pneumonia, Pleurisy, or 
Broncho-pneumonia; or it may be general, and 
then occur in the course of some general affection 
of the lung or bronchi, as in some forms of chronic 
bronchitis or in dusty occupations; the latter 
forming the group of the Pneumo-Konioses or 
Dust Diseases of the Lung. To all of these non- 
tubercular affections true tubercular disease or 
phthisis may be added as an after-complication, 
and this is what is meant by the terms Miner’s 
phthisis, Grinder's phthisis, Millstone maker's 
phthisis, &c. 

Besides these there is supposed by some authors 
to be a third group in which the fibroid disease of 
the lung is a primary and independent affection, 

1 the result of some general or diathetic cause, and 
it is then compared with the fibroid changes met 
| with in the liver in cirrhosis, or in the kidney in 
| granular kidney. To avoid confusion with ordi- 
i nary phthisis, i.e. with tubercular disease of the 
1 lung, this group is by some writers designated by 


while that in which excavation predominates has an 
equal right to a special name, and may be de¬ 
scribed by the term “ chronic excavation of the 
lung.” It is of these two extreme forms of chronic 
phthisis, viz. fibroid phthisis and chronic excavation, 
that it is my intention to speak to-day. 


the term Cirrhosis 0/the lung. In this sense the 
term is made to include many of the cases already 
referred to, in which the disease is the result of 
broncho-pneumonia, chronic bronchitis, or dust 
inhalation, the only difference being in the exces¬ 
sive production of fibrous tissue^-* The term then 
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implies that in the authors opinion there is more 
fibroid tissue than the disease would ordinarily 
lead to, and that no other cause being obvious for 
it, the excessive production of fibrous tissue de¬ 
pends upon a general diathesis. Diathesis is a 
term which has been so often used as a cloak to 
ignorance, that it is deservedly discredited, and 
before the existence of such a diathesis can be 
assumed, strong evidence must be brought in proof 
of it. 

There are two general objections which may be 
urged against the existence of a special fibroid 
disease of the lungs ; the first that in so many of 
the cases cited as proof of its existence the changes 
aie local, ie. limited to one lung, or even to parts 
of one lung, while in the affections of other organs 
with which it has been compared, viz., cirrhosis of 
the liver and granular kidney, the changes are 
general and involve the whole, and not a part only, 
of the organ. The second, that if a general fibroid 
diathesis existed, we should expect to find fibroid 
phthisis associated frequently with fibroid changes 
elsewhere in the body, for example with cirrhosis 
of the liver and granular kidney; and though this 
does occur, its frequency is not greater than could 
be accounted for by the accidental association of 
such comparatively common diseases. 

Putting aside for the moment these a priori ob¬ 
jections, it will be best to take the case for the 
existence of fibroid phthisis as it is presented by its 
most recent advocate, the late Sir Andrew Clarke. 

According to him there are three groups of the 
disease: 

1. Pure fibroid disease. 

2. Tuberculo-fibroid. 

3. Fibro-tubercular. 

In the two latter groups tubercle and fibrosis are 
associated together, and the priority of the one 
or other must be a matter of opinion. Accord¬ 
ingly Sir Andrew Clarke speaks.of the tuberculo- 
fibroid and the fibro-tubercular form; in the 
former case the tubercular lesion preceding, and in 
the latter the fibroid. 

Of the first form, the tuberculo-fibroid , no discus¬ 
sion is necessary, for it is generally accepted that 
tubercle may lead to extensive fibroid change, and 
even those who describe these cases as fibroid 
phthisis, mean only that the fibroid induration is 
in excess or in unusual amount. 

In the second form, the fibro-tubercular , where 


the fibroid disease is supposed to have been 
primary, and the tubercle secondary, the most 
striking instances are those which belong to the 
group of the Pneumo-Konioses, and would in¬ 
clude the diseases known by the names of 
miner's, grinder's, and millstone-maker’s phthisis. 

In the third form, the pure fibroid , where there 
is a well developed fibrotic change, not due to any 
obvious cause, it would still have to be proved 
that the change was not of a tubercular origin; and 
this it is difficult to do, for it is well known that 
wide-spread fibrotic changes may follow tuber¬ 
culosis of the lungs, and that fibroid induration is 
indeed its natural mode of cure. Even miliary 
tuberculosis may undergo fibrosis, and Bayle’s 
“ Granulie ” is now regarded as nothing more than 
fibrous, or fibrotic, miliary tuberculosis, and the race¬ 
mose fibroid masses described as peribronchitic 
nodules by Virchow are common in phthisis, and 
are undoubtedly in most cases of tubercular 
origin. It may therefore be safely stated that all 
the pathological changes described as characteristic 
of fibroid phthisis could be the result of tubercular 
disease. Even in some of the cases published 
as instances of pure fibroid disease caseous 
masses have been found in the fibroid tissue, 
and it is not possible to follow Sir Andrew Clarke 
in his statement that caseation is not conclusive 
evidence of past tuberculosis. 

Certainly tuberculosis will cover most of the 
cases, and evidence is not so far forthcoming of a 
convincing character to prove that any other 
cause can produce the fibroid condition of the 
lung, so that for all practical purposes the con¬ 
clusion is unavoidable that fibroid disease has not 
yet been shown to be an independent affection. 

If pathological evidence fails to prove the exis¬ 
tence of pure fibroid disease of the lung, so too do 
the clinical criteria given fail to shake the conclu¬ 
sions to which pathology points, for there is 
nothing stated of fibroid disease which could not 
be equally stated of chronic tubercular disease. 

The conclusion therefore seems to me inevitable, 
viz., that fibroid phthisis is nothing but a general 
term, and does not represent any special form of 
disease. 


II. Chronic Excavation of the Lung. 

One of the most remarkable forms of chronic 
phthisis is that in which complete excavation o- 
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a considerable portion of the lung occurs, involving 
the whole of a lobe, or it may be the whole of one 
lung. 

Nothing is then left of the lung tissue but a 
cavity with thick walls formed by the thickened 
pleura, marked here and there by ridges which 
indicate the interlobular septa. Even the large 
air tubes and vessels have disappeared, and the only 
traces of them left are short, stumpy projections 
at the root of the lung. There is pathologically 
no line to be drawn between the common, small 
chronic cavities and these very large ones; they 
are in all respects the same, except in regard of 
size, and as with them there may be nothing in 
the general condition of the patient to suggest 
their presence. 

The tubercular nature of both alike, large and 
small, has been questioned, but there can be no 
doubt that they are, with but few exceptions, of 
tubercular origin. Many show evident traces of 
this origin in the caseous lining they possess, and 
even when this is not present, it is fair to ask what 
disease other than tuberculosis could, in the great 
majority of cases, lead to this condition. 

There is no necessary relation between the size 
of the cavities or the physical signs and the 
symptoms, for many of the patients are in good 
health and capable of work. This is due to the 
marked hypertrophy of the opposite lung, which 
often is sufficient to ensure complete compensa¬ 
tion. 

Such cavities, as would be expected, generally 
develop gradually, and take a long time about it, 
Thus in many of the cases, a history is obtained of 
some chest trouble for many years, frequently 
followed after a time by haemoptysis which may be 
profuse, the health in the meanwhile, except for 
the haemoptysis, remaining fair. Of this the 
following cases are illustrations :— 

Case I.—A male, aged 27, gave a history of pleurisy eight 
years ago, followed by good health, except for a chronic 
cough. Three years later he bad an attack of profuse 
haemoptysis, which was repeated two or three times subse¬ 
quently. His health had been good except for this until 
eighteen months before he came under operation, he then 
became ill and unable to work. The physical signs showed 
that he had complete excavation of the left upper lobe with 
complementary hypertrophy of the right lung. 

Case 2.—A man, aged 32, was in good health until 
attacked without warning by profuse haemoptysis seven and a 
half years ago. He lost two pints of blood. Recovering 
from this, he went back to work and continued in good 
health for five years, then another attack of haemoptysis set in 
and lasted on and off for two months, after w'hich time he 
never seemed to have been the same. The physical signs 


showed complete excavation of the whole right upper lobe 
with complementary hypertrophy of the left lung. 

Sometimes there is no history of anything but 
chronic cough for many years, as in the following 
case:— 

Case 3.—A man, aged 41, the whole of whose left lobe 
was excavated, had had no illness during the whole of his 
life, but had been subject to winter coughs since eight years 
of age. 

In a few instances there is absolutely no history 
at all of any illness, or indeed, of any cough. 

Case 4.—The most remarkable instance of this I have 
met with, occurred in the case of a young woman, whose 
whole right upper lobe was excavated, the left lung being 
in a condition of well-marked complementary hypertrophy. 
The patient looked the picture of health, was fat and well- 
developed, and there was nothing whatever to point to the 
chest as the seat of disease, and the condition of the lung 
was only discovered on systematic examination. 


Though, as a rule, a history of chronic illness is 
given, there are instances in which a short history 
only is obtainable, as in two of my cases of six 
months and eleven months only, but of course it 
is possible, indeed likely, that the mischief was of 
much older date, and the history was only that of 
the recent exacerbation. 

It is true, of course, that now and then in acute 
cases of phthisis, excavation is observed to be 
very rapid, and if the opposite lung be not affected, 
complementary emphysema may also develop with 
great rapidity. These cases are, however, very 
exceptional and rare, for in such acute cases, as a 
rule, both sides are, or soon become, involved. 

These cases of chronic excavation of the lung 
tend to run a very chronic course ; that is to say, 
given the cavity, the patients may continue for a 
long time, possibly years, in fair, or even good, 
health, and may be capable of active work. 
Sooner or later, however, severe symptoms set in. 
The commonest of these is haemoptysis, which is 
often profuse, and may be fatal, the cause being 
the rupture of an aneurysm of the pulmonary 
artery within the cavity. This haemoptysis again is 
sometimes recurrent, but except for the temporary 
debility it leads to, may have little or no effect 
upon the course of the case. 

As a rule, in the end, after a longer or shorter 
time, acute symptoms develop in the opposite 
lung, and the case then runs the course of ordinary 
acute phthisis. Of course, a patient with such 
damage to the lung is in greater danger when any 
complication occurs, such as bronchitis or pneu- 


Digitized by 


oogle 


The Clinical Journal.] 


DE. SAMUEL WEST—CHRONIC PHTHISIS. 


[August 7,1895. 225 


monia, and the old lesion in the lung in many 
of these cases is the presumable cause of the fatal 
result. 

The cavities may be dry—that is, secreting little or 
nothing; on the other hand, they may secrete 
freely, or even profusely. In such cases the dis¬ 
charge is purulent, and resembles that of an 
empyema, from which the diagnosis is not always 
easy; a diagnosis which is not rendered simpler 
when, as sometimes occurs, the discharge becomes 
fetid. 

If the cavity be very large, as, for instance, 
when it involves the whole lung, the physical 
signs may resemble those of pneumothorax, with 
which affection I have more than once seen such 
cavities confounded, for there may be a some¬ 
what tympanitic note on percussion with succus- 
sion and bell sound ; but the diagnosis is usually 
easily made, for the percussion note, though tym¬ 
panitic in character, is flat and boxy, the side is 
somewhat contracted, and the displacement of 
organs is into the affected, and not into the 
opposite side. 

I have notes of twenty-five cases of this extreme 
excavation, and in many of them the diagnosis 
made during life was confirmed by post-mortem 
examination. In this series I have included no 
instance of excavation of anything less than a 
whole lobe, and in many of the cases the exca¬ 
vation extended beyond one lobe, while in two 
the whole lung was involved. 

Such extensive excavation seems to occur, with 
but few exceptions, in men only; at any rate, of 
my twenty-five cases, only three were in women. 
The affection is not commoner on one side than 
the other, for in eleven the condition was found 
on the right side, and thirteen on the left; but 
in the great majority of instances it was the 
upper lobe that was involved. In one case the 
lower lobes on both sides were affected, and the ex¬ 
pectoration was profuse, amounting to thirty or forty 
ounces daily. This occurred in a girl of thirteen, 
and is altogether so exceptional as to require, I 
think, a different explanation, and as no post¬ 
mortem examination was made, I have not included 
it in the present series. 

The condition is fairly equally distributed 
between the different age periods from 20 to 45, 
but it is somewhat more frequent, as would be 
expected, between 30 and 45. 


Ages. 

13-15 

1 

15-20 

r' 

2°-25 

25-30J30-3S 

35-40 

40-45 

45-50 

No. of Cases 

3 

1 

2 

3 

1 

4 

5 

4 

1 


As complete excavation of the whole lung is 
very rare, I have made a short note of the two 
cases I have met with. 


Case 1. Alfred S., aged 39, was admitted into the 
Chest Hospital, Victoria Park, under the care of Dr. 
Peacock, on the supposition that he had a localized 
pneumothorax. On account of the dyspnoea, paracentesis 
was performed. About eight ounces of pus and some air 
were removed, to his temporary relief. The physical signs 
remained as they were, the side being contracted, slightly 
tympanitic to percussion; the vocal vibration and vocal 
resonance not increased, amphoric breathing over the whole 
side, with the bell-sound on percussion. The patient was 
tapped two or three times, and ultimately a valvular trocar 
was inserted, with the view of giving permanent relief, but 
the patient died of exhaustion a few days later. On making 
the post-mortem, I found the right lung to be in a con¬ 
dition of complementary emphysema, but with little patho¬ 
logical change in it, except for one or two small nodules 
scattered about the upper lobe, over which the pleura was 
retracted, and a very chronic pear-shaped cavity lying in its 
centre. The left lung was completely excavated, not a trace 
of lung tissue being left, a few coarse trabeculae only marking 
the division between the lobes and the remains of the large 
vessels. Death in this case occurred from exhaustion. 

Case 2. John H., aged 38, was admitted into the Chest 
Hospital for cough and dyspnoea. He dated his illness from 
two years back, when he was attacked by cough, shortness 
of breath, and pains in the chest. The cough had continued 
and been worse in the winter, but he had never been en¬ 
tirely laid up. The physical examination showed slight 
contraction of the left side, this being impaired to per¬ 
cussion ; the vocal vibrations were absent in front and at the 
side, but were felt feebly behind; amphoric resonance was 
heard at the apex on coughing, and the bell-sound obtained 
here. 

When the patient had been in the hospital five weeks, and 
had considerably improved, he was suddenly seized one day 
with haemoptysis, and expectorated about a pint of blood 
daily for the six days following, and on the seventh he had a 
fresh and more profuse attack, in which he died suddenly. 
The post-mortem examination showed that the right lung 
was practically healthy, except for one or two small hard 
nodules here and there. It was in a condition of comple¬ 
mentary emphysema, extending nearly two inches to the left 
of the middle line of the sternum on to the opposite side. 
The left lung was represented by one large cavity, a few 
coarse ridges only remaining over the course of the great 
vessels at the root of the lung. Upon the largest of one of 
these was a hemispherical, eggeup-like swelling, about the 
size of half a cherry (half an inch in diameter). This was an 
aneurysm. On looking into it a longitudinal slit, about three- 
eighths of an inch long, was seen, leading directly into one 
ot the main branches of the pulmonary artery. Nearly half 
of this aneurysm had been tom away by the force of the 
blood. The cavity presented the ordinary appearance of a 
chronic pulmonary cavity. There were no other changes of 
importance in the other viscera. 

These cases of chronic excavation, though, as I 
believe, almost without exception tubercular in 
origin, and therefore belonging to the category of 
chronic phthisis, form an interesting and remark¬ 
able clinical group, and deserve, it seems to me, 
special description when speaking of the forms Qf 
phthisis. 
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SOME OF THE CONSEQUENCES OF 
WEARING BOOTS. 

By W. ARBUTHNOT LANE, M.S., 

Assistant Surgeon to Guy*s Hospital and to the Hospital for 
Sick Children. 


Gentlemen,—I will first call your attention to 
several points in the normal anatomy and physio¬ 
logy of the foot, in order that we may be in a 
better position to consider its pathological condi¬ 
tions and the other changes in the body which 
may follow them. 

It is no wonder that the surgeon of the present 
day is so unfamiliar with those pathological changes 
and their causation, since his knowledge of the 
anatomy and physiology of this part of the body is 
very scanty and very incorrect, for the reason that 
the anatomist has taught him very little. 

Take “Quain’s Anatomy,” consisting of two 
large volumes, prepared apparently for the in¬ 
struction of students in the knowledge of the 
several structures in the body, and of the functions 
of the bones, joints, and muscles. It contains in 
large print a more or less accurate account of 
these structures, and in the case of the muscles 
there are, in very small print, a few lines devoted to 
their relations, while their variations are described 
at considerable length. Varieties have had a 
curiously disproportionate interest for the ana to- 
mist, with apparently no compensating advantage 
to the student. 

But when we look for the description of the 
functions or the physiology of the bones, joints, 
ligaments, and muscles, which surely is of vital 
importance to the student and to the surgeon, we 
find that they are either not referred to, or if they 
are, it is in small print, most briefly, often in¬ 
correctly, and occasionally unintelligibly. 

Returning to the consideration of the foot, you 
see that it moves upon the tibia and fibula around 
a transverse axis only. It was taught * that in 
complete extension of the ankle-joint the narrow 
part of the astragalus being brought into the anterior 
portion of the interval between the tibia and fibula 
permits of a rotation of the former bone around a 
vertical axis, and on questioning the students in 
the out-patient room, I gather that this is still the 

* “Quaint Anatomy,” 1882, vol. i., p. 178. 


teaching of the present day. That it is absolutely 
false you can readily see for yourselves in this 
specimen, where in complete extension any lateral 
movement of the bone is opposed by the strain 
exerted by the anterior portions of the lateral liga¬ 
ments. For a fuller account I would refer you to 
the Journal of Anatomy and Physiology , 1888, 
page 408. 

It is an unfortunate thing that anatomists have 
applied the term “arches” to the foot. They 
describe it as consisting of an inner and an 
outer longitudinal arch, and of a transverse arch, 
supported chiefly by ligaments, and to some 
extent by the plantar fascia. The arches are 
said to be capable of being flattened by pressure 
from above, thus securing elasticity, and to recover 
their position when the pressure is removed. For 
the rest of the description I will refer you to 
“ Quain’s Anatomy,” page 185, vol. i. 

It is this assumed analogy to the arrangement 
of the arch that has led to an imperfect under¬ 
standing of the physiology and pathology of the 


foot. 

If you desire to find out the manner in which 
the muscle or muscles which influence the position 
of the foot act, you will find on page 266 the 
following description:—“ The tibialis anticus and 
peroneus tertius are flexors of the ankle; the 
tibialis posticus and peroneus longus and brevis 
are extensors. The two tibial muscles acting 
together produce the movement of inversion of the 
foot, in which action they are aided by the flexors 
of the toes.” No further mention is made as to 
the action of the tibialis posticus. Supplied with 
this very scanty information on the physiology of 
the foot, one feels how hopeless it is to teach the 
student anything about the causation and pathology 
of flat-foot and of other deformities, and it is easy to 
understand why the student is so ready to accept 
the obsolete explanation that flat-foot (as the 
condition is graphically, but very unscientifically 
termed) results from >a stretching of ligaments and 
a consequent falling in of arches, since it follows 
as a natural sequence upon his incorrect and im¬ 
perfect knowledge of the normal anatomy and 
physiology of the part. 

I would advise you to obliterate from your mind 
the impression that there exists any close similarity 
between the mechanics of the foot and that of an 
arch, and let us analyze the movements that are 
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permitted in the foot, starting with the knowledge 
that the ankle-joint is practically a perfect hinge 
joint 

Look at the foot as consisting of two parts, the 
os calcis forming the back part, and the scaphoid, 
cuboid, and the bones in front of them the anterior 
part. These include between them an angular 
interval, being joined externally at the calcaneo¬ 
cuboid joint, where these two sections of the foot 
rotate around an axis which is more or less 
vertical, its direction varying somewhat with the 
size of the intervening angle. 

The calcaneo-cuboid joint performs this function 
securely by means of the long and short plantar 
ligaments, whose fibres have such directions as 
permit of a limited movement in either direction. 

Internal to the hinge, these two portions of the 
foot are connected by a corkscrew-like ligament, 
which, when unwound, permits of the greatest 
interval between the os calcis and the anterior 
segment, and when wound up reduces the interval 
to its smallest dimensions. 

The astragalus is fixed and balanced on the 
os calcis by means of an interosseous ligament which 
allows this bone to rotate around a vertical axis, 
so that when the interval between the segments of 
the foot is reduced, the head of the astragalus 
passes outwards on to the greater process of the 
os calcis, and when the angle is greatest the head of 
the bone passes inwards and occupies the space. 
Figs. 1 and 2 illustrate the relative positions of 
the two parts of the foot. 

I will now show you with this dissected foot the 
two movements permitted in the subastragaloid 
joint, neither of which is limited to that joint 
alone. Each is a sequence of movements, and 



Fig. 1. 

though the greater part of the movement takes 
place in the subastragaloid joint, yet every joint in 
the foot is moved, and every bone is altered in 
position and direction. 


The first posture is that of adduction of the 
astragalus upon the rest of the foot, or abduction 
of the foot upon the astragalus. It is that 
assumed when the individual occupies the attitude 
of rest, and it is the position of test of the foot . In 
this position, the bones of the foot are retained in 
their relationship to one another solely by ligaments 
and fasciae, the first process of the tibialis posticus 
tendon serving the purpose of a ligament, the 
muscles of the leg and foot taking no share in the 
position except such as is required to balance the 
several joints . See Fig. 1. 



The second position is that of adduction of the 
foot upon the astragalus, and it is correctly 
described as the position of activity of the foot It 
is produced solely by the action of the tibialis 
posticus muscle, the other muscles only serving to 
balance the several joints. See Fig. 2. 

Neither position consists of a movement of the 
several bones as a whole upon the astragalus. 
Observe this foot in a position of abduction or of 
rest, and you see the head of the astragalus 
projecting inwards, and the calcaneo-scaphoid 
capsule elongated to its utmost capacity ; the 
scaphoid articulates with the outer segment of 
the head of the astragalus, while its tuberosity 
is separated by a considerable interval from the 
sustentaculum tali; the long and short plantar liga¬ 
ments are arranged in their longest diameters and 
the articular surfaces of the os calcis and cuboid 
are in accurate apposition, the cuneiform and 
metatarsal bones all being directed forwards and 
outwards. If you stretch a bit of string between 
the head of the first metatarsal bone and the inner 
tubercle of the os calcis, a considerable portion of 
the foot lies internal to it, and this line includes 
with the vertical a considerable angle, open 
forwards. Now, it was because of this apparent 
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elongation of ligaments, especially of what the 
anatomists call the inferior calcaneo-scaphoid 
ligament, that the so-called stretching of ligaments 
arose. 

You will observe in examining this specimen 
that there surrounds the lower and outer, lower, 
inner, and most of the upper part of the astragalo- 
scaphoid joint, a capsule of ligamentous fibres, the 
direction of which is spiral or oblique to the long 
axis of the foot. This capsule, consisting of 
obliquely arranged fibres, is absent externally and 
above, where it has blending with it the astragalo- 
scaphoid ligament and much of the superficial 
portion of the internal lateral ligament of the 
ankle-joint, both of which structures prevent any 
downward displacement of this portion of the 
capsule. This capsule is formed from without 
inwards by what the anatomists call the interosseous 
calcaneo-scaphoid and the inferior calcaneo- 
scaphoid ligaments, and besides these by a ligament 
I now point out, and which I described, the superior 
internal calcaneo-scaphoid.* Practically these 
ligaments are directly continuous, and are func¬ 
tionally inseparable. 

Notice that the obliquity of the direction of the 
fibres and their length increase from without 
inwards , and that the ligament is thickest and 
apparently cartilaginous in structure internally 
where it bears the pressure of the head of the 
astragalus and the tendon of the tibialis posticus. 

Observealso that the process of the tibialis posticus 
tendon to the sustentaculum tali runs backwards 
from the scaphoid tubercle in such a direction 
that it forms a comparatively small angle with the 
tendon as it approaches it, so much so as in 
abduction to take on the function of a ligament 
solely. 

You now see that as I exert traction on the 
tendon of the tibialis posticus the tubercle of 
the scaphoid is raised by the tendon of the tibialis 
posticus, and that it is approximate to the susten¬ 
taculum tali directly by the slip passing to that bone 
and indirectly by the winding up of the corkscrew- 
like fibres of the capsule. The head of the 
astragalus is displaced outwards and upwards on 
to the greater process of the os calcis. Associated 
with the rotation of the scaphoid and with its in¬ 
ward and backward movement upon the astragalus, 
with the inner half of which it now articulates, you 
* Guy’s Hospital Reports, 1886, p. 252. 


see that of necessity the cuneiform bones and the 
metatarsal bones follow it in its movement, so much 
so that in extreme abduction the first metatarsal bone 
and great toe form with the same bone in complete 
adduction an angle of about 50° or more. The 
great toe in this position is directed forwards and 
inwards, and takes a very important share indeed 
in the support of the foot. 

A string now stretched from the inner tubercle 
of the os calcis to the head of the first metatarsal 
bone includes a considerable interval between it 
and the inner margin of the foot. 

You now see practically the truth of what I 
stated earlier, namely, that the tibialis posticus is 
able to and does perform alone the movement 
of abduction of the foot, and that all the other 
muscles are engaged simply in retaining the 
equilibrium or balance at the several joints. 

We know that the anatomy of a part only 
remains normal while it is called on to perform 
functions which combine attitudes of activity with 
those of rest. The fixation of the position ot 
activity is seen in the labourer who carries up 
heavy loads, while the fixation of that of rest is 
familiar to you as flat-foot, a term which might be 
dropped with the greatest advantage. I would sug¬ 
gest instead habitual or fixed abduction of the 
foot, since it expresses at the same time both the 
condition and the mode of its production. 

Now I want to call your attention to the fact 
that there is no movement of flexion possible in 
the mediotarsal joint apart from the movement of 
adduction of the foot on the astragalus. If you 
raise the heel from the ground and stand upon the 
front of the foot, besides the movement of the 
ankle-joint around a transverse axis, the foot of 
necessity assumes a position of adduction upon the 
astragalus, the head of which occupies a situation 
external to that occupied when the foot is flat on 
the ground. This is of extreme importance clinic¬ 
ally, since every part of the foot is in a position 
of considerable activity, entailing a great demand 
upon the flexor muscles of the leg, and especially 
the tibialis posticus, and for its secure assumption 
free inward movement of the great toe, through 
which the superjacent weight is largely distributed 
and securely balanced. Again, as the attitude is 
a strained position of activity, the whole of the 
muscles of the leg are called into play to retain 
the normal equilibrium of the ankle and other 
Digitized by oogle 



The Clinioal Journal.] HR. LANE-CONSEQUENCES OP WEARING BOOTS. 


[August 7,1805. 229 


joints, the position of the former joint being one 
of extension. That the freedom of movement of 
the great toe inwards in this position is of vital 
importance to the security of the attitude is 
obvious to the most superficial observer, as any¬ 
thing that opposes its inward movement, or, 
worse still, anything that forces this toe outwards, 
must add enormously to the insecurity and diffi¬ 
culty of the position. Notice also that in this 
posture the toes are overtended upon the meta¬ 
tarsal bones, and that they are flexed so that 
the position of the toe is that described as 
“ hammer toe ” when it has become fixed. 

Now what is done to the foot by the boot? 
I will take the boots worn by a large number of 



women, since they caricature the mechanical dis¬ 
advantages of the boots usually worn by men. 



In order to remind you of the shapes of boots and 
shoes usually worn by fashionable women, and 


often exaggerated by those who imitate them, I have 
cut two illustrations out of a trade advertisement. 
Some are marked as being especially made to fit 



only one foot, namely, as rights and lefts, but 
with the majority they are supposed to be used for 
either foot indiscriminately. Figs. 3, 4, 5, and 6 



represent the shape of the soles with their trade 
sifces, and I am given to understand that the 
most pointed variety is the form in greatest demand. 
I would refer you to any trade advertisement for 
further particulars. Figs. 7 and 8 represent average 
boots and shoes. 

You observe that the lower end of the heel is 
placed so far forwards that it practically necessitates 
the wearer assuming the posture of standing on 
the front of the foot, though of course a consider¬ 
able proportion of the superjacent weight is trans¬ 
mitted through the heel. 
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The habitual use of such boots on this account 
leads to a comparative fixation of the position, 



owing to the muscles, ligaments, fascine, and bones 
accommodating their length and form to the con¬ 



tinually assumed attitude, and this you may 
observe in any vigorous middle-aged woman when 
she raises her bare foot from the ground. Fig. 9 
represents this condition. 



Owing to the shape of the front o ' the boot the 
great and second toe are displaced outwards and 
the fourth and fifth inwards. Fig. 10. 

The outward displacement of the great toe 


renders the position of activity much more difficult 
and insecure, and by the over-action of the tibialis 
posticus the wearer tends to wear the heel down 
externally, or at intervals, the muscles lose their 
accuracy of balance, and the movement of exces¬ 



sive adduction is suddenly exaggerated, the foot 
being displaced inwards. This condition is com¬ 
monly described as weak ankles or growing out of 
the ankle. The cramping of the other toes besides 
the great toe also assists in the production of this 
insecurity. Fig. n represents a back view of the 
left boot of a poor patient with so-called-“ weak 
ankles.” 



Ii the wearer be feeble, or obliged to stand for 
long periods, the tibialis posticus gives up the 
struggle and allows the foot to assume such a posi¬ 
tion of abduction as the pressure of the heel 
allows, the latter wearing down on the inner side, 
and the inner ankle becoming prominent. This is 
popularly regarded as growing in of the ankle. 
When the position becomes painful, the muscles, 
and especially the extensors and peronei, oppose 
adduction of the foot, and abduction from being 
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habitual becomes fixed. Fig. 12 represents a back 
view of the left foot of a poor patient affected with 
so-called “ flat- foot.” 

Pressure exerted upon the great toe produces 



many troubles. The soft parts are compressed 
between the leather and the edge of the nail to 
such an extent that ulceration ensues, first in the 
inner fold, and later in the outer. This condition 
has, with the usual habit of observers, been ascribed 
to the wrong cause, and is described as “ in-grow¬ 
ing toe-nail.” Starting with this false pathology, the 
surgeon frequently does not turn his attention to the 
cause of the trouble, namely the badly-shaped 
boot, but treats the effect, and applies dressing to 
the ulcerated surface, or cuts the edge of the nail, 
or he tears it from its bed, and in some cases he 
removes the bed with the knife or caustic. 

The lateral pressure that the nail of the great 
toe has to sustain, even with any form of boot, is 
shown by the change in form which the terminal 
phalanx acquires on this account. 

Fig. 13 represents the terminal phalanx of the 
right great toe. The outward 
WT y displacement of the phalanx on 
Jr w the metata rsal bone results in a 
compensatory i shortening of the 
external lateral ligaments, and 
Fig. 13. owing to the alteration of the 
line of traction along the tendon of the extensor 


longus pollicis, which is habitually contracted in 
its balancing functions, this tendon is displaced 
and becomes prominent. Fig. 14 represents the 
great toe of the left foot displaced outwards 
in the manner described. The bursa over the 
inner portion of the head is shown. The 
dotted line shows the track taken by the chisel. 



The inner portion of the articular cartilage cover¬ 
ing the head of the bone is exposed to pres¬ 
sure, and as the result a bursa develops over it to 
shield it as far as possible. Pressure may be suffi¬ 
cient to cause inflammation and even suppuration of 
the bursa, when this structure, which was developed 
for the benefit and comfort of the joint, becomes 
a source of pain to the individual and danger to 
the joint. As time goes on the area of articular 
cartilage, which, since it no longer performs its 
normal function, no longer retains its normal struc¬ 
ture, becoming converted first into synovial mem¬ 
brane, and later into periosteum. Associated 
with this change in the cartilage, the portion 
of the bony head beneath wastes, and for the 
same reason the bursa, which is no longer re¬ 
quired, disappears also. This led me to practise 
chiselling away this portion of the head in bad 
cases, and so producing a premature senile change 
in the part. The base of the first phalanx and the 
outer part of the head accommodate themselves to 
one another. The painful condition resulting 
from the inflammation of the bursa is spoken of 
popularly as “ bunion.” Fig. 15 shows the con¬ 
dition as existing in advanced life. 
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As I pointed out before, in their position in the 
boots the toes are overtended upon the meta¬ 
tarsal bones. They also readily become more 
flexed owing to their cramped position and owing 



to the habitual over-extension of the metatarso¬ 
phalangeal articulation and flexion of the inter- 
phalangeal joints they become fixed because of a 
compensatory contraction of the several ligaments 
and tendons that are shortened, and a deformity 
which is called “hammer toe” is developed. 
This again is a conspicuous instance of the man- 



slightest benefit and without any direction being 
given as to boots. 

Now the toe that is most liable to be forced into 
this position is, for obvious reasons, the second 
toe, since the extremity of the great toe occupies 
the position which should be occupied by it. It 
sustains a double pressure in this position. This 
is shown in fig. 16, and from the inside in fig. 17. 



The head of the bone covered with articular 
cartilage becomes covered by a corn and by a 
bursa, and the individual experiences considerable 
pain in consequence. The end of the toe is driven 
into the sole of the boot, and often develops a 
soft corn, which also becomes painful. See fig. 18. 

The under surface of the head of the metatarsal 
bone is exposed to an unaccustomed pressure by 



ner in which the surgeon may mistake the effect 
for the cause, and readily attribute the deformity 
to contraction of ligaments or of muscles, or both. 
The non-recognition of the correct cause would 
not matter so much to the patient, if it were not 
that the surgeon bases his treatment upon his 
false pathology, and it has frequently been my 
experience to find ligaments and tendons divided 
and muscles galvanized, usually without the 


the permanent dorsal dislocation of the first 
phalanx, and a corn* with a bursal arrangement 
not unfrequently results. Though the second toe 
is the one usually affected in this manner, two, 
three, or even all the toes may be displaced in the 
same manner and from the same cause, and the 
conditions may become so extreme, that the heads of 
the metatarsal bones may finally be driven through 
the skin. Fig. 14, page 409, of Trans. Path. Soc., 
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1886, illustrates such a case. It is repeated here 
roughly in this diagram as Fig. 19. Owing to the 
backward and upward dislocation, the tendons of 
the flexor muscles were displaced laterally, and 
occupied the intervals between the metatarsal 
bones. The articular extremities of two of the 
metatarsal bones are seen to be carious and 
eroded, while all are altered in form and deprived 
of articular cartilage. 

One thing which I think you will see results of 
necessity from the use of these boots is the cessa¬ 
tion of the normal function of the muscles which 
act upon the several parts of the feet, since the 
foot is for all practical purposes fixed in an 
apparatus which limits as much as possible the 
freedom of movement of the several parts on one 



another; the foot with its several parts moving as 
if they were ankylosed into one solid mass. Prac¬ 
tically the mechanical conditions, as regards the 
freedom of movement of the muscles of the leg, is 
much on a par with a patient who has had an 
amputation of the foot. Now anything that limits 
the freedom of movement of the parts on which a 
muscle acts, of necessity limits the freedom of 
movement of the muscles, and in consequence the 
part is deprived of a very important and powerful 
influence in forcing the blood upwards through the 
deep veins, and a considerably disproportionate 
strain is thrown upon the superficial veins, the 
valves of which soon yield, and a varicose condition 
results. This occurs in a Syme’s or Chopart’s opera¬ 
tion ; in fixation of a leg due to the development of 
mechanical arthritis in its joints because of a badly 
united fracture of the tibia or fibula or of both 
bones; in the fixation of an extremity in a plastic 
case, and in many other analogous conditions. 


Following on the varicosity, there is a varying 
amount of oedema with local depreciation of the 
vitality of the part, allowing of micro-organisms 
obtaining a foothold in a very favourite locality 
just above the inner ankle, producing first what is 
called fi eczema/* a term which will, I hope, soon 
be replaced by a more descriptive and scientific 
one, and later by ulceration. Why this skin infec¬ 
tion should occur so readily in this particular 
locality I cannot imagine, since the foot and 
adjacent parts seem to share equally in the imper¬ 
fect vascularity, oedema and depreciation. 

That the boot and shoe as worn by women are in 
this manner very largely responsible for the vari¬ 
cosity of the veins of the leg with its consequences, 
which are so commonly seen in women, I think you 
will readily understand, and the knowledge of the 
cause will be of great assistance to you in treating 
such conditions, especially in their early stages. 

That the fixation of the foot is largely respon¬ 
sible for a very limited amount of pedestrianism 
and for the general want of tone and health is too 
obvious to require any remarks from me, and that 
krock-knee, lateral curvature, and dorsal excurva- 
tion, like flat-foot, arise very commonly—both 
directly and indirectly—from their use and from 
consequences of their use must be apparent even 
to the most superficial of observers. Yet I am 
constantly asked to see cases of these resting 
deformities which have been treated often for long 
periods of time, and I find them almost always 
wearing boots which are as neat-looking and 
dangerous as they can possibly be, and I do not 
remember that on inquiry I ever gathered that 
the surgeon had paid any attention whatever to 
that part of the patient’s attire whose capacity for 
harm is nearly equalled by the supporting appa¬ 
ratus which some surgeons still continue to 
apply. 

If I had more time at my disposal I would show 
you how the presence of the heel over-extends the 
lumbo-sacral joint and tends to dissociate the first 
piece of the sacrum to produce a supernumerary 
vertebra. This cannot, of course, be brought about 
during a single lifetime, but the transmission of the 
tendency may produce the actuality in the offspring.* 


* Can the existence of a tendency to change in the form of 
the skeleton of the parents result in the actuality of that 
change in the offspring 1 —Journal of Anatomy and Phy¬ 
siology ^ January, 1888. 
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The over-extension of the lumbo-sacral articulation 
tends, by alternating the arrangement of the super¬ 
jacent weight, to limit the movement, and conse¬ 
quently the development of the upper part of the 
chest, breathing being performed to a dispropor¬ 
tionate extent by the abdomen and lower ribs. 
This you can verify clinically without any difficulty. 
When the tendency is transmitted to the offspring, 
becoming an actuality, you find associated with 
the supernumerary vertebra a very small upper 
chest, as determined by the measurement of the 
arcs of the ribs, the intervals between the ribs, and 
by ihe relative size of the manubrium to the 
gladiolus of the sternum, and a corresponding 
increase in the size of the lower part of the chest, 
with often an additional rib below. As a matter 
of fact the actuality develops but very rarely in the 
female subject as compared to the male, for the 
reason that the tendency resulting from the 
mechanical pressure and limitation of movement 
exerted by the large uterus during pregnancy 
being transmitted opposes, more or less effectually, 
the tendency to the dissociation of the sacral 
vertebra, the changes in the chest, etc. These 
changes resulting from heels are both of great 
scientific and practical interest, and if you care to 
go into the subject more fully you will find it 
discussed in papers in the Journal of Anatomy 
and Physiology and in the Guy’s Hospital 
Reports. 

The sandal as worn by the ancients is probably 
the best substitute for walking bare-footed. In 
them there was no obstacle to the perfect assump¬ 
tion of the attitude of activity, which was assisted 
rather than opposed by the strap which passed up 
between the great and second toe. Recently a 
very moderate imitation of the principle of the 
sandal has been revived in the use of a vertical 
steel plate between the great and second toe, with 
an alteration in the outline of the inner margin of 
the sole. It seems very probable that if the con¬ 
servatism of women as regards the pointed toe can 
be removed, and our shoemakers are taught some¬ 
thing about the structure and functions of the 
part they treat so cavalierly and painfully, men, 
and possibly even women and children, may be 
shod to their advantage, and not to their very 
serious detriment. 


THERAPEUTICAL NOTES. 


The Treatment of Hemorrhoids by the 
Injection of a solution of Iodoform in 
Ether. —Beck, having noticed the rapid retro¬ 
gression of cystic tumours, &c, when injected 
with iodoform dissolved in ether, was induced to 
try its effects on eight cases of haemorrhoids, and 
the results were excellent. The following is his 
method:— 

The rectum having been rendered thoroughly 
aseptic by repeated irrigations with a solution of 
salicylic acid, a suppository containing ten 
centigrs. of cocaine, and one ctgr. of morphia is 
introduced about a quarter of an hour before the 
operation. If this fails to render the parts suffi¬ 
ciently anaesthetic, a few drops of a one per-cent, 
solution of cocaine may be injected at different 
points into the mucous membrane; but this is not 
desirable, and rarely necessary. A tampon of 
iodoform gauze is now introduced rather high up 
by means of a small speculum, and the haemor¬ 
rhoids are brought down and exposed—but not 
by means of forceps. Two drops of a satu¬ 
rated solution of iodoform in ether are then 
injected into the cellular tissue surrounding each 
nodule. As the result of this injection, cicatricial 
tissue forms, and the perivenous tissue retracts. 
If the cocaine suppository above mentioned is 
used, the pain caused by the injection is very 
slight, and quickly disappears. After the opera¬ 
tion, the tampon of gauze is replaced by a sup¬ 
pository containing one decigramme of salicylic 
acid, and opium and bismuth are given to keep 
the bowels closed. 

On the third day an enema is given, as well as a 
purgative by the mouth, and constipation must be 
carefully guarded against for the next few weeks. 
The operation does not prevent the patient from 
following his usual occupation. The author has 
never observed any bad after effects, such as 
abscess, ulceration, embolism, haemorrhage, stric¬ 
ture, or fistula, and in his cases the relief was 
permanent. If the haemorrhoids do'not completely 
disappear after one operation, a second injection 
is sufficient to complete the cure. The following 
are the advantages of this operation:— 

i. It can be performed without the aid of an 
assistant. 
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2. Iodoform, being an energetic antiseptic, 
prevents suppuration and infection, and its action 
is different from that of carbolic acid, which, 
being in these cases employed only in a con¬ 
centrated form, acts as a caustic. 

3. The nodules themselves not being inter¬ 
fered with, but only the tissue surrounding them, 
embolism, which is so apt to follow carbolic acid 
injections, need not be feared here. 

4. No retraction occurs, as in cases of extir 
pation by the thermo-cautery. 

5. The patient can go back to his occupation 
immediately after the operation. 

(Gaz . de Gynkc .) 

The Treatment of Coma.— From La Tribune 
Medicate the following treatment -is taken.— Coma 
following affections of the meninges and brain :— 

1. Place patient in a well-aired room. 

2. Friction the entire body with alcohol and 
water. 

3. Apply sinapisms to the legs. 

4. Apply four leeches to the mastoid region, or 
bleed from the arms. 

5. Give the following purgative enema: 

ft Sodii sulphat., oz.; 

Sennae fol., oz ss ; 

Aquae, ad f oz. viii. 

M. et ft. infusio. 

6. Practise rhythmical tractions of the tongue 
by the method of Laborde. 

7. Feed patient with milk and bouillon, or, if 
deglutition is too difficult, give this nutritive 
enema: 

ft Yolks of two eggs ; 

Peptone (dry), ozss; 

Milk, f. oz. viii. 

Coma of Infection and Toxication . 

1. Give every hour a subcutaneous injection 
alternately of ether and caffeine : 

ft Caffeine, gr. xlv ; 

Sodae benzoat., z i: 

Aquae bull., z iii. 

S.—Dose, m x. 

2. Every four hours give a tablespoonful of the 
following :— 

Acetate of ammonium, z i; 

Tr. musk, gr. xv ; 

Essence of mint, m iv; 

Tr. jalap, f. oz. ss ; 

Tr. gentian, q. s. ad f oz iv. 


3. Provoke diuresis by large injections of cold 
water (a quart and a half). 

4. If poisoning is indicated, give the special 
antidote required, and induce vomiting by the 
subcutaneous injection of apomorphine,—gr. 1/12. 

Neurotic Coma. Give the following enema : — 
Tr. valerian, f z iss ; 

Musk, gr. xv; 

Yolk of one egg; 

Water, f oz. i. 

Compress the carotid arteries with the fingers. 
Practise the rh) thmical traction of the tongue, and 
pass interrupted electrical currents through 
different parts of the body. 


The Treatment of Icterus Due to Reten¬ 
tion. —Dujardi l-Beaumetz believes in treating 
such cases by thorough intestinal antiseptic 
measures. Of the drugs used for the purpose, 
such as salol, bcnzonaphtol, and the salicylates, 
author favours the salicylate of bismuth, and he 
considers asaprol even superior to the latter 
remedy. A medicament that has rendered good 
service is calomel, which, according to the writer’s 
experience, acts as a purgative and antiseptic at 
the same time. Care should be taken, how¬ 
ever, in administering it for a long time, lest 
ptyalism is pioduced. The author insists that 
bismuth salicylate and asaprol, and particularly 
laxatives and a hygienic alimentation, constitute' 
the best treatment for icterus due to retention. 
Among the laxatives, mention is made of podo- 
phyllin, cascara, and cascarine. Of mineral waters, 
those of Rubinat, Carabana, and Villacabras, in 
Spain, are recommended. Carlsbad salts are also 
spoken of as of service in the malady under con¬ 
sideration, being said to cause liquid stools without 
determining colicky pains or intestinal congestions. 
Diet must be mainly of a vegetable nature. 
When the gastric disturbance is marked, the in¬ 
gestion of diastase is of advantage, and this 
should be given preferably after meals. Lastly. 
Vichy and Carlsbad waters are thought to exercise 
a curative action, by influencing the activity of the 
liver and causing an amelioration of the nutrition 
in general. {Bull Gener. de 'Therapeutique .) 


Empyema. — Points in surgical treatment : 
Absolute certainty of diagnosis by an exploratory 


Digitized by 


Google 



2 3^ The Clinio&l Journal.] 


THERAPEUTICAL NOTES. 


[August 7,1896. 


puncture with an aseptic needle ; use of a single 
aspiration in children, followed, in the event of a 
re-accumulation, by open incision and drainage; 
no justification for aspiration in adults, except as 
a mere preliminary topleurotomy; the performance 
of pleiirotomy in all recent cases, excluding only 
the employment of aspiration as an initial proce¬ 
dure in children ; avoidance of general anaesthesia 
when practicable; a single opening for drainage, 
not located in the most dependent portion of the 
chest; double drainage-tubes to extend but slightly 
within the cavity; the resection of a small portion 
of a single rib in case of a fetid discharge or of 
marked approximation of the ribs; no irrigation of 
the cavity, unless in the presence of considerable 
fcetor, the irrigating solutions to be introduced 
slowly, of proper temperature, and non-poisonous 
in nature; observance of scrupulous asepsis during 
each dressing from the beginning to the end of the 
case; 'adoption of multiple rib-resection in the 
event of an unduly prolonged continuance of the 
pus-cavity; number of ribs resected, and size of 
section to correspond with the depth and extent of 
the cavity; exceedingly rare justification for the 
employment of complete thoracoplasty. 

(.Boston Medical and Surgical Fournal.) 


Scarlatina. —Regular Form ; Place the patient 
in a large, airy room, of moderate temperature. 
Give only milk as nourishment, with acid drinks. 
Give a cold bath daily of a quarter of an hour in 
length, and wrap the patient immediately after¬ 
ward in a woollen blanket. Rinse the mouth three 
times daily with the following solution: Thymol , 4 
grains; carbolic acid, 15! minims; tincture of euca¬ 
lyptus, 2J fluidrachms; water, 32 fluidounces; 
alcohol at 90°, q.s. Paint the throat every three 
hours with the following: Resorcin, 15J grains; 
glycerin, 5 drachms; rose-water, 2J fluidounces. 
If the fever is high, give a cachet, morning and 
evening, containing antipyrin, 7! grains; sulphate 
of quinine, 4 grains. 


Cramps as a Sign of Diabetes— Sir B. W. 

Richardson says ( Asclepaid ) “ Dr. Unshul has 
called attention to a symptom which I have been 
for many years familiar with, and ought long ago 


to have recorded, namely, cramps in the lower 
limbs in cases of diabetes. He says the symptom 
occurs in 21 per cent, of cases. I have not 
reckoned it up, in this manner, but suspect he is 
near to the truth. I agree with him in observation 
that the cramps are rare in the daytime; most 
common at night, or during the night 5 and very 
painful, although not of long continuance. He 
speaks of them as if confined to the muscles of the 
calf of the leg; but I have known them to occur 
in the other leg muscles, especially the extensor 
longus pollicis, by which the great toe is very 
painful 


Formula for the Use of Chloral Exter¬ 
nally.— Dr. Brodnax recommends the following 
formulae for the external^ employment of 
chloral: 

In cutaneous pruritus from urticaria, measles, 
or other eruptions: 

Chloral ... 

Carbolic acid . 

Olive oil 

Apply locally. 

In toothache: 

Chloral ... 

Camphor 
Carbolic acid 
Glycerine 

Introduce a ball of cotton moistened with this 
mixture into the cavity. 

In ear-ache : 

Chloral ... 

Camphor 
Carbolic acid 
Castor oil 

Instil a few drops of this mixture, previously 
warmed. 

In acute coryza : 

Chloral.grs. xijss. 

Castor oil . z iv. 

If applied to the nasal mucous membrane after 
cleansing of the surplus mucus, this mixture will 
arrest the secretion, calm the irritation of the 
mucous membrane, as well as the accompanying 
headache. 


:} 


aa grs. xijss. 
z jss, gtts xxx. 


•aaj 1-4 


... >aa grs. xijss. 
... z iv. • 


(Za Semaine Med.) 
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Surgeon to the Hospital. 

Gentlemen, —The treatment of psoas abscess is a 
subject which to me is of peculiar interest, as I 
have seen it pass through so many phases and 
undergo so many changes. I have therefore 
determined to devote our lecture this afternoon to 
an historical resume of my experience of the treat¬ 
ment of this disease since my student days up to 
the present time. I shall point out to you the 
plan of treatment which was adopted in the early 
days of my surgical career, and then trace the 
various steps by which we have been led to adopt 
the measures which are in use in the present day. 

In order to illustrate my subject, it will, I think, 
be convenient to read to you first of all the notes 
of a . patient who is at present in the Wellington 
Ward, and I do this especially because there are 
one or two points about the diagnosis, which this 
case brings out, to which I desire in the first 
instance to direct your attention. Because, after 
all, the diagnosis of a psoas abscess is not always 
quite such an easy matter as it would at first sight 
appear, especially in its earlier stages, before it 
has emerged beneath Poupart’s ligament Of 
course, as the symptoms are laid down in our text¬ 
books, the diagnosis is easy enough; but then 
these symptoms—long continued pain in the back, 
perhaps so-called girdle pain, rigidity and deformity 
of the spine, with the presence of a fluctuating 
swelling in the groin or the lumbar region—are not 
always present; as, indeed, was the case in the 
patient whose notes I am about to read to you. 
And then, again, f other symptoms, as in our patient 
upstairs, may be present, which may lead you 
away from a correct diagnosis. However, let me 


first read the notes of the case and make my 
comments afterwards. 

Julia W-, aged 24, was admitted on April 

10th. She stated that she had influenza two years 
ago. She was laid up for three weeks, and has 
never been well since. Fifteen months ago she 
began to suffer from pain in the left hip and thigh, 
which her doctor told her was sciatica. For three 
months she could not walk, and though the pain 
has been less severe, she has been lame ever since. 
Up to the time of the attack of influenza she had 
always enjoyed good health. Her family history is 
good, none of the members of her family, as far as 
she knows, have ever suffered from consumption. 

Upon admission the patient looked fairly healthy, 
but was of a rather tuberculous type. Pain was 
complained of all over the left hip and down the 
outer side and back of the thigh. There was free 
movement in the left hip joint, but the thigh could 
not be flexed to more than a right angle nor com¬ 
pletely extended without causing pain. There was 
no shortening, starting at night, nor displacement, 
to indicate disease in the joint. She complained 
of pain in walking, and even in turning in bed. 
When she was lying perfectly quiet she was free 
from pain. Upon making deep pressure in the 
iliac fossa, a firm, resisting, but elastic swelling 
could be felt, and the finger could not be buried so 
deeply into the fossa on this side as it could be on 
the other. There was absolutely no sign of any 
disease of the spine. She flexed and moved every 
part of the spinal column perfectly and with the % 
greatest freedom; stooping to pick up anything 
from the floor with absolute facility. No pain was 
elicited on percussing or jarring the spine, and she 
did not suffer from “girdle pain,” nor, indeed, any 
pain in the abdomen. 

On April 25th I made an incision a couple of 
inches in length parallel with and a little above 
Pouparfs ligament, and having divided the abdom¬ 
inal muscles, came down upon an abscess in the 
iliac fossa, full of curdy pus. This was evacuated, 
the cavity scraped out with a flushing gouge and 
thoroughly irrigated with corrosive sublimate 
solution. It was then mopped out with antiseptic 
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gauze and its walls well scrubbed. Finally, half 
an ounce of ten per cent, solution of iodoform 
emulsion was injected and the wound closed. 

The wound healed at once, and she has since 
remained quite well, with a normal temperature, 
and the abscess has shown no tendency to refill. 
She has hitherto been kept strictly on her back, 
and will be kept so for some considerable time. 

You will note that in this case there was an 
entire absence of any evidence of spinal disease. 
The patient came in suffering from what she said 
was sciatica, and it was only when we investigated 
the case to see if we could find any local cause for 
the sciatica that we came across the swelling in the 
iliac fossa. This swelling or abscess, for such it 
was, was not necessarily connected with disease 
of the spinal column; it might have been due to 
disease of the sacro-iliac joint, or of the innominate 
bone: the former we were able to exclude by 
observing that there were no other symptoms of 
disease of this articulation, but we were unable to 
exclude the latter until an opening had been made 
and the finger introduced. I was then able to 
distinctly state that it was a psoas abscess. Let 
me explain to you how this was done. A psoas 
abscess commencing at the focus of disease in the 
body of one or more vertebrae, enters the sheath 
of the muscle and passes down in it till it reaches 
the crest of the ilium. Above this point the sheath 
of the muscle is connected with the anterior 
lamella of the lumbar fascia, but below it is con¬ 
tinuous with the fascia covering the iliacus muscle, 
so that when the pus reaches this point it spreads 
out in the iliac fossa, which forms a sort of well in 
which it is contained. It does not, except as an 
occasional occurrence, pass into the true pelvis, on 
account of the attachment to the brim of the ilio¬ 
psoas fascia. The abscess then finds its way under 
Poupart’s ligament, where the fascia is continued 
down over the ilio-psoas tendon, to the outer side 
of the femoral vessels, and then passing under them 
it forms a collection on the inner side of these 
structures. 

In our patient upstairs, when I had opened the 
abscess and introduced my finger into it, that is to 
say into that portion of the abscess which was 
situated in the iliac fossa, I was able to feel dis¬ 
tinctly the narrow orifice by which this portion of 
the abscess communicated with the narrow tubular 
portion formed by the sheath of the psoas 


muscle, and was therefore convinced that the 
matter was coming down the sheath of the muscle 
and was not due to any disease of the innominate 
bone. This was then undoubtedly a case of psoas 
abscess, which is always associated with spinal 
caries, and yet there were no symptoms of spinal 
disease. I examined her most carefully and could 
detect no evidence of any disease at all. She 
moved her spine freely, stooped down and picked 
up any article from the floor with the greatest 
faqility, and, as far as we could judge, without any 
limitation of movements of any part of her column. 
There was no pain complained of in her spine, and 
none could be elicited on percussing or jarring it. 
There were, in fact, none of the usual objective 
signs that we usually meet with in these cases. 
But this is by no means an uncommon occurrence, 
and it is one with which you should be familiar, so as 
to be on your guard in your future practice. I can 
distinctly remember the occasion when the fact 
was brought prominently before my mind, a great 
many years ago. It was when Sir Prescott Hewett 
was assistant surgeon to the hospital. He was 
seeing out-patients one day, when a sandy-haired 
man about 30 appeared before him suffering from 
a swelling in the groin. Sir Prescott (then Mr.) 
Hewett examined him, and turning to the students 
around, said:—“ Now, gentlemen, I wish you to 
examine this patient very carefully; it is a very 
interesting case. When you have made a diagnosis 
let me know what it is.” Well, we examined the 
man, and we came to the conclusion that he was 
suffering from a femoral hernia. There was a 
tumour about the size of a walnut in the groin, to 
the inner side of the femoral vessels. It could be 
reduced into the abdomen. There was a distinct 
impulse on coughing. There was no pain com¬ 
plained of anywhere, and there were absolutely none 
of the objective symptoms of spinal disease. But 
we were all wrong. As Sir Prescott Hewett 
pointed out to us, we had failed to discover a ful¬ 
ness in the iliac fossa, and to note that when we 
reduced the swelling in the groin, this fulness 
became harder and tenser, and that, on the other 
hand, pressure in the iliac fossa caused the swelling 
in the groin to become larger and harder than it 
was before; that, in fact, we could displace the 
fluid from the one swelling to the other by alter¬ 
nating pressure. You may take it, therefore, gen¬ 
tlemen, for a fact, and one whichyou will do well 
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to store up in your memories, that we may get 
matter forming in a case of Pott’s disease of the 
spine, and that this matter may find its way into 
the iliac fossa, or into the loin, or it may even pass 
under Poupart’s ligament and be present in the 
groin without any of the ordinary symptoms of 
disease in the bone. 

But I must hasten on to the main subject of my 
lecture, which is the treatment of psoas abscess, 
and a comparison of the treatment of bygone 
days with the present time. And first of all I am 
going back to the pre-antiseptic days, to the 
earlier part of my medical career, before the days 
when germs and microbes and antiseptic dressings 
and such like were ever dreamt of. 

I have had the curiosity to take down from my 
bookshelves my note book of the Lectures on 
Surgery which were delivered when 1 was a student, 
and I find the following note as regards the treat¬ 
ment of “ cold abscess/’ to which class psoas 
abscess belongs:— 

“Do not open these abscesses, unless very 
rarely, under the following circumstances : if they 
are burrowing under some fascia or there is danger 
of their bursting into a joint or one of the cavities 
of the body. These abscesses may be opened by 
an incision either large, small, or valvular; by 
tapping under water; or by means of a seton or 
issue.” 

So that the common treatment of psoas abscess 
in the hands of some surgeons was to leave them 
entirely alone. It was found that if they were 
opened often rapid death from septicaemia or 
pyaemia resulted, or that when this did not occur 
the suppuration continued and the patient got into 
a condition of hectic, followed by lardaceous 
disease, and finally death took place from this 
cause. So bad were the results that followed 
incision that most surgeons refused to operate at 
all, and left the abscess to burst, for they recog¬ 
nized the fact that if they could not operate with 
the hope of benefiting their patients it was better 
to leave them alone. But if they did not operate 
the result was almost always the same—death. 
The abscess went on increasing as it neared the 
surface, and very often attained an enormous size, 
frequently containing a pint or more of matter, 
before it eventually burst. This it did, and then 
went on discharging and discharging; the patient 
all the time getting weaker and weaker, with a 


high temperature at night, until symptoms of larda¬ 
ceous disease showed themselves, and the patient 
succumbed to exhaustion. Here and there one 
might have strength to weather the storm, and 
after perhaps years of suppuration, the discharge 
would cease and the sinuses close and the patient 
recover with a “ hump-back; ” with that extreme 
condition of deformity of the spine of which I 
have placed specimens on the table before you. 

But in most cases, as I have said, whether the 
patient was operated upon or not, the result was 
the same. The patient died either rapidly from 
septicaemia, or more slowly from lardaceous 
disease and exhaustion. 

Those surgeons who advised early evacuation of 
the matter tried all sorts of plans to avoid this 
blood poisoning which so frequently resulted from 
their operations. Some advised a good free inci¬ 
sion, so as to empty the abscess as quickly as 
possible ; others advised a small incision; whilst 
a third recommended a valvular opening, so as jf 
possible to prevent the admission of air into the 
sac. This was done by drawing down the skin 
over the surface of the abscess, and then plunging 
a knife or lancet straight into the sac, the skin 
being retained in its altered position until the 
matter had flowed out through the wound thus 
made. When this had taken place the skin was 
allowed to return to its natural position, and so the 
wound in the skin no longer corresponded to the 
opening in the sac of the abscess. Other surgeons 
were in the habit of opening these abscesses by 
means of setons or issues. When a seton was 
used a long needle carrying some thick silk was 
passed through the sac from one side to the other 
and the silk left in. This silk acted as a drain, 
and the pus flowed along it into a poultice, which 
was the invariable application in every case, no 
matter what the surgical procedure might be. 
When an issue was used, a small piece of potassa 
fusa was applied to the skin over the summit of 
the abscess which had nearly reached the surface. 
This caused death of the tissues between the skin 
and the abscess, and when the dead tissue separated, 
an opening into the abscess was effected and the 
pus discharged. The advocates of this mode of 
treatment taught that this was the best plan of 
dealing with these cases, because it exactly imitated 
the process by which nature causes an abscess to 
burst, as indeed it does, and that by adopting this 
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plan the abscess was opened without any blood 
vessels being cut through and the cut ends of the 
vessels becoming bathed in the pus which flowed 
over the surfaces of the wound, thus preventing 
the absorption of pus, which otherwise might 
occur. 

Other surgeons with the object of preventing the 
admission of air into the sac used to open cold 
abscesses with a trocar and canula, and some in 
addition attached an indiarubber tube to the end 
of the canula by one extremity whilst the other 
they immersed in a basin of water. By this means 
it was supposed that the pus would all be evacu¬ 
ated without the slightest admission of air. 

These were the various modes of treatment 
which were adopted in my student days in these 
cases of cold or chronic abscess. And though 
we knew nothing about micro-organisms or germs, 
and had never heard of bacteria, nor bacilli, nor 
micrococci, still there was the belief present in the 
surgeon’s mind that the fever and blood poisoning 
which often followed the opening of these abscesses 
was due to the admission of air into the sac, and 
this was to be avoided if possible. It was the air 
that was supposed to do the harm, not anything 
that might be contained or floating in the air. We 
knew nothing about pure air or impure air. 

Then we came to a distinct advance. The 
doctrine of the evil effects of the admission of air 
into the sac of an abscess led to the introduction 
of the aspirator, and here we had the dawn of 
better things. In the case of, let us say, a large 
psoas abscess the pus was evacuated by means of a 
Dieulafoy’s, or other, aspirator. No air was admitted. 
After a time the abscess filled again. Before it 
had attained its original size it was again aspirated, 
and so on; time after time the cavity was emptied. 
The teaching was that in this way it would gradu¬ 
ally contract, and eventually pus would cease to 
be formed and the case would be cured. And so 
no doubt they were in some instances. But not 
always. Very frequently the little puncture did 
not heal. Perhaps the needle of the aspirator was 
not surgically clean; probably it was not. Then 
leakage began to take place from the puncture, and 
soon the opening ulcerated and all the old trouble 
was set up. Then again I frequently noticed 
another trouble in cases which had been treated in 
this way. The abscess had been apparently cured 
for a time; at all events it got well; then from 


some slight cause, the patient getting into a low 
state of health, or receiving some slight injury on 
the part, the swelling reappeared and the abscess 
re-formed. These were what Sir James Paget 
termed “ residual abscesses.” Nevertheless, as I 
have said, this was a distinct advance on the former 
plans of treatment, and many cases were by it 
carried to a successful termination. And moreover 
it is a plan of treatment which we adopt in certain 
cases at the present day, as I shall have occasion 
to point out to you later on, and some of you will 
call to mind that I have at present a patient in the 
Fitzwilliam Ward in whose case I have adopted 
this mode of treatment, for reasons which I will 
explain to you presently. 

About the year i866,a new era arose in surgery. 
Sir Joseph Lister then taught that it was not the 
air which did the harm, but living germs which 
were contained in it, and he therefore proposed to 
treat wounds by applying to them “a material 
which, though it might allow the gases of the 
atmosphere to penetrate it, would destroy its living 
germs,” and out of this has grown the so-called 
antiseptic treatment of wounds. This then was a 
great advance; when we learned how to open 
these abscesses without introducing a new element 
of danger in the form of micro-organisms. But 
this, after all, was not all, and the antiseptic treat¬ 
ment in its early days was not carried out in its 
entirety as it is at present. This young infant, so 
full of promise, had first to learn to crawl, then to 
walk, then to run. In the early days we saw none 
of the preliminary cleansing and preparation of the 
patient’s skin, nor, I am afraid, of the surgeon’s 
hands or instruments. The mode of applying the 
dressings was also far inferior to what it is at pre¬ 
sent At first we used a paste composed of common 
whitening (carbonate of lime) mixed with a solu¬ 
tion of one part of carbolic acid in four parts of 
boiled linseed oil, so as to form a firm putty. This 
was applied in a layer a quarter of an inch in 
thickness, and was covered with a layer of sheet 
lead. This was changed daily. It was a nasty, 
greasy application, and Sir Joseph Lister soon sub¬ 
stituted for it lac plaister, with which carbolic acid 
was incorporated, and which was spread on calico. 
Beneath this was placed over the wound some 
“ protective,” designed to protect it from the irri¬ 
tation of the carbolic acid. This consisted of 


common oil silk, coated with a soluble film of a 
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mixture of one part of dextrine, two parts of 
powdered starch, and sixteen parts of a cold watery 
solution of carbolic acid (1 in 20). 

These dressings, however, in their turn gave way 
to carbolic gauze, and subsequently gauzes im¬ 
pregnated with other germicides have been intro¬ 
duced. Into this matter, however, it is foreign to 
my purpose to enter. 

In the first instance large cold abscesses were 
opened under what was called an “ antiseptic 
veil.” That is to say, a large piece of linen well 
soaked in carbolic solution was laid over the part. 
The hand was then introduced beneath this veil, 
and the scalpel thrust into the abscess cavity. 
The pus was allowed to drain away under the 
covering, so that the wound was never exposed to 
the air. When the abscess was emptied, the 
dressings were placed over the wound as the veil 
was removed. 

This proceeding was shortly superseded by the 
carbolic spray. Abscesses were opened, indeed, 
all operations were performed under a constant 
spray of carbolic vapour, and very inconvenient 
the proceeding was; it obscured one's vision, con¬ 
stantly filled the wound with condensed vapour, 
which required sponging out, and probably was 
not of the slightest use. 

About this time I adopted a plan of opening 
these cold abscesses, which in children, at all 
events, seemed to answer very well. That is to 
say, I opened them in a carbolic bath. The child 
was placed in a warm bath to which carbolic acid 
had been added in the proportion of one in eighty, 
and whilst in the bath, so that the fluid completely 
covered the abscess, an incision was made and the 
pus allowed to drain away into the bath. When 
the abscess was quite emptied, a drainage tube 
was inserted and some wet gauze placed over the 
wound. The child was now lifted out of the bath, 
rapidly dried, and the wound dressed without 
removing the gauze which had been placed over it 
in the bath. By whatever plan the abscess was 
opened, drainage was provided for by the insertion 
of a drainage tube, and every care was taken to 
keep the wound aseptic. In this the surgeon was 
sometimes successful, but oftentimes not. From 
some accidental cause, it may be the shifting of 
the dressing, from the restless movements of the 
patient, or from something else, the wound became 
foul, and then all the attendant miseries were set 


up—septicaemia, hectic, lardaceous disease— 
terminating in death. And even in those cases 
where the wound remained perfectly aseptic, the 
discharge went on and gradually exhausted the 
patient. No attempt was made to get rid of the 
pyogenic membrane lining the cavity of the abscess, 
so that in the great majority of cases the patient 
eventually succumbed to lardaceous disease and 
exhaustion. Surgeons cast about, therefore, for 
some better means of treating these cases. 

One of the first improvements which was 
suggested was to open the abscess above Poupart’s 
ligament, instead of, as had hitherto been the 
custom, below it. This may seem to you a very 
trivial point, but it is one of great importance. We 
found, as a matter of practical experience, that 
when the opening was made above the ligament 
there was much greater chance of keeping the 
wound aseptic than when the opening was made 
below. This was probably due to two causes. 
Carry your minds back for a moment to what I 
said at the commencement of my lecture about the 
shape of a psoas abscess. You will remember that 
the sac below Poupart’s ligament communicates 
by a very small orifice with the sac in the iliac fossa. 
If the abscess is opened in the former of these two 
situations, it is extremely difficult to keep the 
upper sac empty through this narrow orifice ; and 
if, therefore, any of the bacteria of putrefaction 
chance to get into the abscess cavity, there is 
plenty of putrescible animal matter which they can 
cause to ferment; but if the abscess is opened in 
the higher sac, then the lower sac can be easily 
emptied by pressure at the time of the operation, 
and has little tendency to refill, and can, without 
difficulty, be kept empty; so that, even if micro¬ 
organisms effect an entrance, there is no putres¬ 
cible material on which they can act. The 
second reason why a psoas abscess can be kept 
more certainly aseptic when it is opened above 
Poupart’s ligament, is because it is much easier to 
retain the dressings in position, and they are less 
likely to become soiled by the urine. This, of 
course, especially applies to children. 

In connection with this subject as to the proper 
situation in which to open a psoas abscess, I must 
now allude to a valuable suggestion which was first 
made by Mr. Treves some few years ago. He 
advised that a psoas abscess should be opened in 
the loin, or that a second opening should be made 
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here, subsequent to an opening already made in 
the inguinal region. The reasons which he gave 
for advising this proceeding were as follows :—In 
the first place he stated that, as is no doubt very 
true, in these cases of tuberculous disease of the 
bodies of the vertebrae, we have very often that 
form of caries which is known as caries necrotica, 
where the disease in the bones goes on so rapidly 
that a portion of it dies before it has been converted 
into or replaced by granulation tissue, and that 
therefore pieces of necrosed bone lie in the upper 
part of the abscess cavity, and are a continual 
source of irritation, and excite suppuration unless 
they are got rid of. By opening the abscess in the 
loin, we are enabled, in a certain percentage of 
cases, to explore the diseased bone with the finger; 
to remove any necrosed bone which may be found, 
and to scrape away any granulation tissue which 
may be present. It is only in some cases that we 
can do this, namely where the disease is in the 
lumbar or lower part of the dorsal region; higher 
than this the finger cannot reach. Another reason 
for opening a psoas abscess in the loin is that one 
gets more efficient drainage from the dependent 
position of the opening, and in addition there is 
a greater facility in keeping the wound aseptic, 
as it is far removed from sources of contamina¬ 
tion. 

I have said that the abscess may be opened in 
the loin either in the first instance, or subsequently 
to an opening which has been made in front; and 
I am inclined to think that the latter course is to 
be preferred. Firstly, because by this means we 
ensure thorough emptying of all parts of the abscess 
below the opening, I mean the cul-de-sacs in the 
iliac fossa and in the thigh ; and secondly, because 
the opening is more easily made if you can cut 
down on a guide in the shape of a long probe which 
has been introduced through the lower*opening. 
By adopting this course you are in no danger of 
not being able to find the narrow channel which 
courses through the psoas muscle. For the opera¬ 
tion is not devoid of difficulties ; nor of dangers 
either. One of these dangers is haemorrhage, from 
wound of one of the lumbar arteries, and this should 
be borne in mind, as the danger can be avoided by 
remembering the course of the lumbar vessels, and 
making a transverse incision outwards from the 
tip of one of the transverse processes. These 
vessels run outwards midway between the processes, 


and therefore, if this plan is adopted, there will be 
no fear of wounding them. 

I may record to you briefly the notes of a case 
which was under my care, and which exemplifies 
another danger in the operation. I had a little 
boy under my care with a psoas abscess which I 
had opened in the inguinal region. The case was 
not progressing very satisfactorily, and a fluctuating 
swelling had appeared in the loin, indicating a 
lumbar abscess. This I opened, and upon intro¬ 
ducing my finger, I found that the cavity it entered 
was separated from the original abscess by a con¬ 
striction, which appeared to be caused by a dense, 
firm band, so that the whole cavity was hour-glass 
in shape. As I could not effect an entrance into 
the further sac, I introduced a probe-pointed 
bistoury, and divided the band. Having scraped 
away what granulation I could find, and flushed out 
the cavity, I inserted a drainage tube, and left the 
patient. Next day, upon my calling to see him, I 
was informed by the nurse that there was blood in 
the urine, and that some of the urine was passing 
through the opening I had made in the loin. It 
is quite clear what I had done. The tense cord 
which I had felt was the ureter, which I had un¬ 
wittingly divided. The urine soon ceased to con¬ 
tain blood, but it continued to drain away from the 
wound in the loin for some months, and then 
gradually ceased. Eventually the wound closed. 
This was some seven or eight years ago, and the 
boy, who is now sixteen) is quite well as regards his 
abscess, though there is considerable deformity in 
the spine. 

So far I have traced the various improvements 
which have been made in the treatment of psoas 
abscess up to quite recent times, and though there 
was a very great advance in the treatment over 
that of earlier days, there was still much to be 
desired. In the first place, a considerable per¬ 
centage of cases became septic, with all its atten¬ 
dant troubles ; and in a very large number of cases 
the abscess degenerated into a sinus, which went 
on discharging, oftentimes for years, and eventu¬ 
ally killed the patient, who died from exhaustion. 
So that there was still much to be done in these 
cases. 

It goes without saying, that no treatment to 
cure the psoas abscess will be efficient so long as 
any active mischief is going on in the bones. As 
long as there is caseating tuberculous material in 
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the bone, so long will the psoas abscess go on dis¬ 
charging, and therefore all must be done which 
can be done to arrest this. We have seen that in 
some cases something may be done if we can reach 
the focus of the disease by scraping and by re¬ 
moval of necrotic fragments. Besides this, we 
must trust to absolute rest to the spine, and im¬ 
provement of the general health by sea-air, tonics, 
and such other remedies as we are wont to employ 
in these cases. But in a good many instances of 
psoas abscess which come under our notice, the 
disease in the bone is over. There has been the 
tuberculous ostitis, with the disintegration of the 
bone, and its replacement by granulation tissue, 
and there has been the gradual caseation and 
breaking down of this tissue and the formation of 
a curdy fluid which constitutes the psoas abscess. 
But while all this has been going on the disease in 
the bone has ceased; some of the granulation 
tissue in the immediate continuity of the neigh¬ 
bouring bone has been converted into fibrous 
tissue, and is slowly undergoing conversion into 
bone, and thus repair is taking place, and if only 
the pus and granulation tissue, which forms the 
wall of the abscess cavity, could be got rid of, 
there is no reason why a perfect recovery should 
not result. Now if in such a case you open the 
abscess in the way I have indicated above and 
drain, you will have a perpetual source of irritation, 
in the shape of the pyogenic membrane, and the 
abscess will not heal. 

Other plans of treating these cases, therefore, 
came to be adopted. First, aspiration, conducted, 
however, in a very different way from the aspira¬ 
tion of former years, was tried. This was carried 
out as follows :—The tubular needle of an aspi¬ 
rator was inserted into the sac of the abscess, and 
all the pus was withdrawn; then, without with¬ 
drawing the needle or disconnecting the aspirator, 
but by reversing its action, corrosive sublimate 
solution of a strength of 1 in 4000 was injected 
and again withdrawn. This was done two or three 
times, so as to thoroughly wash out the sac. Then 
a small quantity, generally about half an ounce of 
a ten per cent, emulsion of iodoform was injected 
into the sac by means of the aspirator and left in. 
The needle was now withdrawn and the puncture 
sealed. 

I employed this plan on several occasions with 
some, but not uniformly good results, but there 


were certain inconveniences and disadvantages 
connected with it. In the first place, when the 
pus was curdy, as it usually is, it was impossible to 
evacuate it by means of the aspirator; then again, 
no attempt was made to deal with the pyogenic 
membrane, as it used to be called, that is, the 
granulation tissue lining the sac, so that it fre¬ 
quently happened that the abscess refilled, and a 
second and third operation was rendered neces¬ 
sary. Then again a third objection was the in¬ 
jecting of the large quantities of corrosive subli¬ 
mate solution into the abscess, and the fear that 
it might become diffused and could not again be 
withdrawn. On one occasion I injected a quan¬ 
tity of the solution into a psoas abscess in a little 
boy, and, to my dismay, found that none of it 
would return, nor after repeated attempts with the 
aspirator could I evacuate it I calculated that 
about three-quarters of a grain of corrosive subli¬ 
mate was left behind in the cavity, and I feared 
some toxic effects might result therefrom. Fortu¬ 
nately no evil effects resulted, but this episode 
made me determine to finally abandon this drug, 
and I made up my mind in the next case I had to 
deal with, I would use simple sterilized distilled 
water. Before, however, another case came under 
my care, I heard of the plan which I now invaria¬ 
bly adopt, and of which you had an illustration in 
the patient upstairs, the notes of which I have 
briefly read to you. 

The plan was, I believe, first suggested and 
employed by Mr. Barker, of University College 
Hospital. It consists in laying the sac of the 
abscess freely open, so that every part is freely 
accessible, and allowing its contents to escape. 
The interior of the cavity is then thoroughly 
scraped and flushed with a hot antiseptic solution, 
by means of the 44 flushing gouge.” The scraping 
with the gouge may occasionally be supplemented, 
with advantage, by the finger-nail, which I regard 
as a very useful implement for scraping the sac 
of an abscess. The finger is able to detect 
easily by the feel the situation of the granulation 
tissue, and this can be readily scraped off with a 
pointed finger-nail without doing any damage to 
the tissues beneath. While the scraping is going 
on with the gouge, fluid pours into the sac and 
distends it, and its contents, as they are loosened, 
are carried out of the wound by the reflux 
stream. As soon as all the lining membrane has 
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been scraped away and got rid of, the cavity is 
thoroughly dried, and its walls well scrubbed 
with dry antiseptic gauze introduced on long 
clip forceps so as to remove any shreds of tissue 
which may still be adhering to the walls of the 
cavity. After the abscess has in this way been 
cleaned and dried, some fresh gauze in a long 
strip is introduced into the cavity, so as to pack it 
full and prevent any fluid collecting in it whilst 
the sutures are being introduced. A number of 
sutures are inserted across the wound, but not 
yet tied. I generally use horsehair, but aseptic 
silk may be employed with equal advantage. 
After these have been inserted, the gauze is 
removed, an assistant making pressure on the 
walls of the cavity, about half an ounce of ten 
per cent, emulsion of iodoform is injected into 
the sac, and the sutures rapidly tied, the wound 
dressed with antiseptic gauze, and bandaged with 
a gauze bandage so as to make firm pressure on 
the abscess cavity, and bring its walls as much 
into contact as possible; over this is placed a 
quantity of salicylic wool and an ordinary bandage. 
No drainage tube is used. 

If the operation has been carried out in its 
entirety, and the bone disease is quiescent, no 
refilling of the abscess will take place, and the 
patient will be cured. At the same time it must 
be remembered that there has been disease of 
the bones of the spine, and the surgeon must 
not allow his patient to get about until he has 
assured himself that the mischief in the bodies 
of the vertebrae has entirely ceased, and that 
ankylosis has taken place. You will note with 
regard to our patient upstairs, that] though the 
wound healed by first intention, and though 
there has not been the slightest tendency to any 
reaccumulation, I am still keeping her absolutely 
quiet on her back, for I am not yet certain that 
the disease in the spine is completely arrested, 
and entirely recovered from. For if the disease 
in the bones is still progressing, though the 
wound has healed by the first intention, and 
everything has appeared to be most satisfactory, 
a reaccumulation will take place, and presently 
there will be evidence of the presence of more 
pus. Then the whole proceeding will have to be 
gone over again, and so it may go on. If the 
disease in the bones is subsiding, a longer and 
a longer interval will elapse between each filling, 


until at last it will cease to refill at all. If, on 
the other hand, the disease in the bones is more 
active, and is progressing, the time will come 
when the surgeon will find it necessary to open 
up the abscess and drain in the old-fashioned 
way. If the surgeon finds at his first operation 
that the abscess is very much loculated, and 
presents a number of pouches communicating by 
narrow channels, it will be useless for him to 
try this method, and he will then have to try 
other means, about which I shall have to say a 
word or two directly. 

I have now had a pretty considerable experience 
in treating psoas abscesses in this way, and on the 
whole I am more than satisfied with it. During the 
past session you have had the opportunity of seeing 
me employ it in the wards of this hospital in 
three cases, and in all with success. The first 
case was of especial interest. It was that of a little 
girl who was originally admitted into the hospital 
in the summer of last year with a psoas abscess on 
the right side : this I treated by this plan, and 
with perfect success. She went home and returned 
in November with a psoas abscess on the left side, 
but absolutely no trace of any reappearance on the 
right side. I have no doubt that this abscess had 
already commenced when she was in the hospital in 
the summer, and during the following three or 
four months had been gradually tracking its way 
down the psoas muscle until it appeared in the 
iliac fossa. I operated on this side also, and the 
child made a perfect recovery. The second case 
was also a little girl, who was admitted into the 
Wellington Ward with a large psoas abscess which 
had already appeared below Poupart’s ligament. 
After the operation her temperature remained ab¬ 
solutely normal, and the wound healed by the first 
intention. The abscess did not refill, and after 
keeping her in the hospital for a couple of months 
I sent her home in a leather jacket. As we have 
heard nothing further of her, I think we may con¬ 
clude that she has remained well. The third case 
is our patient upstairs. Of course it is too early 
yet to say what will be the result in this case, but 
the fact that she has already gone some weeks 
without the slightest appearance of any tendency 
to refill makes me sanguine that we shall obtain 
a complete recovery. 

At the commencement of my lecture, in de¬ 
scribing to you the various plans which have been 
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adopted in former times in the treatment of psoas 
abscess I alluded to the plan of treatment by re¬ 
peated aspirations, and I said that this treatment 
was sometimes indicated in the present day. We 
have an example of this in a patient at the 
present time in the Fitzwilliam Ward. He is 
a man of about thirty years of age, who was 
admitted with an enormous psoas abscess, which 
formed a large fluctuating swelling in the lumbar 
region, and another in the groin. Now if we had 
adopted the plan of treatment I have advocated 
above in this case the result might have been 
disastrous. With a huge cavity like this, the 
sudden evacuation of a pint or more of matter, 
the scraping and rawing of an extensive sur¬ 
face, and the consequent haemorrhage might 
have produced a condition of shock which 
might have proved fatal. I therefore directed 
that he should be repeatedly tapped. In two 
or three aspirations the sac was emptied, and 
has since been kept empty by the same means. 
As soon as ever we find that any fluctuation has 
returned in the swelling, he is at once tapped. 
We hope by this means that it will gradually con¬ 
tract and diminish in size. It may be that ulti¬ 
mately we shall have to resort to laying it open. 
But if this is so it will be done under much more 
advantageous circumstances than if we had pro¬ 
ceeded to do it when first he was admitted. 


DIPHTHERIA AND ITS SUCCESSFUL 
TREATMENT BY SULPHITE OF 
MAGNESIUM. 

By BROWN LOW R. MARTIN, M B., Dub. 


At the present juncture, when diphtheria is again 
greatly on the increase in London, a few brief re¬ 
marks about this serious malady may not be out of 
place. 

The researches of scientific men have clearly and 
unmistakably demonstrated the fact that this affec¬ 
tion is due to a micro-organism, and no membra¬ 
nous sore throat is now recognized as diphtheria, 
where the Klebs-Ldffler bacillus is not present. The 
discoveries of the laboratory show that, if some of 
the secretion, or membrane from a diphtheritic 
throat is removed on a sterilized swab, and if a 
tube of sterilized serum is inoculated by that swab, 
and placed in an incubator for twenty-four hours, 
there will appear on the surface of the serum a 
culture or growth, which microscopic examination 
will prove to consist of colonies of diphtheria bacilli. 
It has been further shown that if bouillon is inocu¬ 


lated with the diphtheria bacillus, there will be pro¬ 
duced in the substance thereof a secondary poison, 
which invades the whole of the bouillon, and that 
after the removal of the organism from the latter 
by filtration, the clear filtrate can still produce in 
an animal the constitutional symptoms, heart dis¬ 
ease, paralysis, and death; or, as Dr. Sidney Phillips 
states in the Year-book of Treatment for 1895, 
“ though the bacillus itself is the cause of diphtheria, 
the constitutional effects of diphtheria result from 
the entry into the blood, not of the bacillus, but of 
a toxic substance produced by it.” 

Compare this with what occurs among human 
beings. An individual from some source, not always 
traceable, inhales, imbibes, or absorbs the diphtheria 
virus ; sooner or latter, according to circumstances, 
the bacillus develops on the tonsil, soft palate, 
pharynx, uvula, or posterior nares, making its pre¬ 
sence known by typical appearances in these parts, 
viz.: Swollen glands, diffused redness, secretion, and 
false membrane. An observant practitioner will at 
once recognize that septic sore throat is present, 
and will suspect diphtheria. I believe that, at this 
period of the disease, we have only the growth or 
culture to deal with, and many years’ experience has 
taught me that insufflations of pure sulphite of 
magnesium will now rapidly destroy the organism, 
be it a coccus or a bacillus, and arrest the progress 
of the malady, thereby preventing the constitutional 
effects which have proved so fatal. 

In the Lancet of February 9th ult., I reported a 
case where both diphtheria bacilli and streptococci 
were present, yet recovery took place under this 
treatment in four days, without any secondary 
constitutional symptoms. In your issue of June 
19th, I reported another case where diphtheria 
bacilli were present, and the child was convales¬ 
cent in three days without the appearance of any 
sequelae; and the following case is a further 
corroboration of what I there and elsewhere stated 
as to the primary local character of the disease:— 

The laboratory report from the Clinical Research 
Association was :—“ The specimen of diphtheria 
marked L.Y., received on July 3rd, has been 
examined, and I have been instructed to forward 
the following report thereon: Microscopic 
examination of a cover slip prepared direct from 
your swab showed the presence of cocci arranged 
as staphylococci, a long slender bacillus (bacillus 
subtilis ?) and a shorter bacillus resembling the diph¬ 
theria bacillus. After twenty-four hours’ incubation 
upon blood serum, several small whitish colonies 
had made their appearance, which microscopically 
proved to be composed of cocci arranged as 
staphylococci: some larger colonies more opaque, 
and fewer in number, consisted of the Klebs- 
Lbffler bacillus, with a large admixture of cocci.” 

Such was the result of bacteriological exami¬ 
nation in the case of Lilian Young, aged 4 years and 
11 months, and it will be readily admitted that a 
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favourable prognosis might not be expected, 
where the complication with staphylococci made 
the possibility of broncho-pneumonia arising very 
likely. Her condition was as follows : She was 
pale and anaemic ; of a strumous diathesis. When 
first seen on Wednesday morning, July 3rd, she 
presented a dull and listless expression. She was 
very deaf, the glands were enormously enlarged, 
and on examination the throat was seen to be 
covered with a continuous membrane engaging 
the tonsils and pharynx. A sterilized swab having 
been inoculated, the throat was freely insufflated 
with magnesium sulphite. No internal medicine 
was given, except that 30 grains of magnesium 
sulphite were placed in a small tumblerful of 
peppermint water, which the little patient fre¬ 
quently sipped. This treatment was continued 
until Saturday, the 6th inst. (four days inclusive), 
when she was convalescent. It should be men¬ 
tioned that she was permitted to sit up on her 
mother’s knee on the previous day (Friday). 

Taken in conjunction with the previous two 
cases, there must be more than a coincidence 
between the treatment and the recovery; more¬ 
over, for seven years I have met with similar 
results, having during that period not experienced 
a fatal issue from diphtheria, although numerous 
cases were treated, and only having seen one case 
of paralysis (of the vocal chords) after a severe 
attack of laryngeal diphtheria. 

Shaftesbury Road, 

Ravenscourt Park, W. 


THE CLINICAL RESEARCH ASSOCIATION, 
LIMITED. 

I, Southwark Street, London Bridge, S.E., 

June 19th, 1895. 
Laboratory Report. 

To Dr. Martin, —The specimen of diphtheria marked 
A. F. M., received here on June 18th, has been duly 
examined, and I have been instructed to forward the follow¬ 
ing Report thereon After twenty-four hours’incubation 
on blood serum a lair growth of small rounded raised colo¬ 
nies had taken place, which microscopically proved to be 
composed of staphylococci and streptococci, but no Klebs- 
Loffler bacilli were present. 

C. H. WELLS, 

Secretary of the Association. 


THE CLINICAL RESEARCH ASSOCIATION, 
LIMITED. 

1, Southwark Street, London Bridge, S.E., 

20th June, 1895. 

Laboratory Report. 

To Dr. B. R. Martin, —The specimen of diphtheritic 
membrane marked Caroline Smithies, received here on 
June 19th, has been duly examined, and I have been in¬ 
structed to forward the following Report thereon:—Micro¬ 
scopic examination of the membrane showed numerous 
cocci and long slender bacilli, together with a few bacilli 
resembling those of diphtheria. A blood serum tube which 
had been inoculated from the membrane was incubated for 
twenty-four hours. At the end of that period two different 
kinds of colonies had made their appearance. One variety 


small and translucent, consisted entirely of staphylococci 
The others larger round, and opaque white, were made up 
of the Klebs-Ldffler bacillus. 

, C. H. Wells, 

Secretary of the Association. 

Caroline Smithies first seen June iSth, 10 p.m. Tonsils 
and pharynx covered with leathery membrane. 

19th.—Specimen taken from throat. Visited morning 
and evening. Improving. The membrane disappearing, 
and secretion thinner and sanguineous. 

20th. — Still improving. One side nearly clear. 

21 st.—Parents insisted on sending her to hospital. 

Not seen again, but learn that she is recovering. 

# A bad case when first seen. 


THE CLINICAL RESEARCH ASSOCIATION, 
LIMITED. 

I, Southwark Street, London Bridge, S.E., 

25th June, 1895. 

Laboratory Report. 

To Dr. B. R. Martin,— The specimen of diphtheria 
marked Mrs. Lester, received here on 24th June, has been 
duly examined, and I have been instructed to forward the 
following Report thereon:—The membrane examined direct 
showed numerous cocci and some bacilli, but nothing which 
resembled the bacillus diphtheria. The culture, after twenty- 
four hours, showed some very small colonies, which, upon 
microscopic examination, were found to be cocci. 

We ought to add that we only received the swab on 
Monday afternoon , it was then all but dry. 

C. H. Wells, 

Secretary of the Association. 

No bacillus diphtheria found. 

I did not think this was diphtheria, but as she had some 
membranous patches, and was living in a locality where that 
malady was rife, I sent a specimen on the off chance. 


THE CLINICAL RESEARCH ASSOCIATION, 
LIMITED. 

1, Southwark Street, London Bridge, S.E., 

4th July, 1895. 

Laboratory Report. 

To Dr. Martin,— The specimen of diphtheria marked 
L. Z., received here on July 3rd, has been duly examined, 
and I have been instructed to forward the following Re¬ 
port thereon :—Microscopic examination of a cover slip 
prepared direct from your swab showed the presence of 
cocci arranged as staphylococci, a long, slender bacillus 
(PBacillus Subtilis), and a shorter bacillus resembling the 
diphtheria bacillus. After twenty-four hours’ incubation 
upon blood serum several small whitish colonies had made 
their appearance, which microscopically proved to be com¬ 
posed of cocci arranged as staphylococci; some larger colo¬ 
nies more opaque, and fewer in number, consisted of the 
Klebs-Loffler bacillus, with a large admixture of cocci. 

C. H. Wells, 

Secretary of the Association. 

Pharyngeal diphtheria. Lilian Young, 4 years 11 months. 
Both sides of P. engaged. Submax. ghnds enormously 
swollen. 

Treatment commenced July 3rd : — 

Continued 4th. 

„ 5th. 

„ 6th. Convalescent. 


To the Editor of The Clinical Journal. 

Dear Sir, —Since reading a letter in your issue 
of June 19th, by Dr. Brownlow Martin, on the 
successful treatment of a case of diphtheria by 
insufflations of pure sulphite of magnesium, I 
feel that I should be disloyal both to Dr. Martin 
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and his treatment if I did not publicly testify to 
the fact that I have for the past twelve months 
treated all my cases of diphtheria—amounting to 
upwards of twenty at least—with this method of 
treatment, giving internally perchloride of iron. 
With the exception of two, all these cases have 
been successfully treated, and in some cases 
recovery has been so rapid that the friends of 
patients have thought that the cases were not true 
diphtheria; in others, the correctness of the dia¬ 
gnosis has been only too definitely demonstrated 
by the subsequent following on of diphtheritic 
paralysis. Several of the cases have been un¬ 
usually severe, the amount of false membrane 
involving tonsils, soft palate, and naso-pharynx, 
and yet with perfect results. In the very bad 
cases I have had the whole of the affected surface 
insufflated every two hours. 

Apologizing for troubling you with this lengthy 
letter, 

I remain, dear sir, 

Yours faithfully, 

E. K. Houchin. 


MEETING OF 

THE SOCIETY OF MEDICAL 
PHONOGRAPHERS. 


The first general meeting of members of this 
Society was held on July 30th, at 20, Hanover 
Square, London. There was a very fair gathering 
of members and visitors, among the latter being 
Sir Henry Howorth, M.P., F.R.S., and Sir William 
Broadbent. 

Dr. Gowers, M.D., F.R.S., President and 

Founder, occupied the chair, and was supported 
by Dr. Gray (treasurer) and Dr. Neil (secretary). 

In his inaugural address, the President first ex¬ 
tended a hearty welcome to the members of the 
first society of the kind ever established. He dealt at 
some length with the object for which the Society 
was founded, viz. to promote the work of the pro¬ 
fession, as well in medical science as its applica¬ 
tion, by freeing it from the present cumbrous method 
of writing. Writing to-day, he said, is what it was 
when Caxton made it mechanical, with no attempt 
at improvement until the present generation. But 
now a method of writing is available in which 
simplicity of symbol corresponds to simplicity of 
sound, and which needs, with a greater average of 
legibility, only one third of the time, and less than 
one third of the labour of ordinary writing. 

Science rests on observation, which without 
immediate record is of little value; not only is 
memory inadequate, but record at once reveals 
unsuspected imperfections in observation. Com¬ 


pared with longhand, shorthand permits, in a 
given time, twice the amount of record, while 
leaving twice the time for observation. The latter 
must be more minute and more precise to permit 
the fuller record, and the first effect of the use of 
shorthand is on the quality of the record. The 
constant use reacts beneficially on the worker, 
whereby it is found true that “ writing maketh an 
exact man.” In the daily work of the practi¬ 
tioner, which is peculiar in being a form of per¬ 
sonal science—knowledge constantly increased by 
observation—record is most important. It changes 
vague impression into definite knowledge, and 
increases that ability which is so important to 
those who suffer. For most practitioners, adequate 
record is practically impossible with longhand; it 
is possible for all with shorthand The service of 
this, however small its influence may be thought, 
multiplied by numbers, becomes incontestably 
important. The chief means adopted by the 
Society is the issue of medical literature in litho¬ 
graphed phonetic shorthand—a monthly periodi¬ 
cal, and other publications. But the facility of 
writing and secure legibility which phonography 
affords, have led to useful interchange of thought 
in other ways. The Society, started last December, 
has now 165 members, of whom 25 are students 
and 140 practitioners. It is important that the 
student should be familiar with shorthand before 
beginning professional studies, for it helps him in 
every form of work. It is much to be desired 
that shorthand be made an extra subject in the 
entrance examination. It needs but a limited and 
short expenditure of time, and this is soon regained. 
It can, however, be quickly acquired at any age. 
It is now taught at many schools, but its subse¬ 
quent use is not sufficiently encouraged. It may 
seem strange that the value of this mode of simple 
writing—quick, easy, and secure—should first be 
thus recognized by members of the medical pro¬ 
fession, but in their hands, its use will probably 
have most direct influence on the welfare of others. 

In conclusion, he said “the help we give, what¬ 
ever its degree, to the work of our proiession will 
not be transient, will not be narrow, will not be 
doubtful; it will endure as long as the science and 
art of medicine ; it will be wide as the disease we 
combat, it will be certain as the death we endeavour 
to postpone.” 

The address was warmly applauded. 

Dr. Gowers announced that General Sir 
Charles Wilson, K.C.B., K.C.M.G., in a letter 
expressing regret at his absence, said he was very 
much impressed with the value of a knowledge of 
shorthand to officers of the army, especially stitt- 
officers. The study of the subject by officers was 
being encouraged, and he trusted that in a lew 
years’ time it would be more generally used than 
at present, as its great value was acknowledged in 
the Queen’s regulations. 
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Dr. Gladstone, D.Sc., F.R.S., who has used 
the art as an aid to his work since 1846, wrote 
that he did indeed believe in the great utility of 
shorthand, which he used constantly. It enabled 
him to write much fuller notes, with great saving 
of both time and mental strain. If ever he wanted 
to compose anything for the press, he invariably 
drafted it in shorthand, even though he might have 
to write it out afterwards for the printer, and he 
did the same for lectures and speeches, as his 
thoughts flowed more freely and naturally when 
expressed in phonetic shorthand than when cum¬ 
bered with the complicated letters and spelling of 
ordinary writing. He also referred to the advan¬ 
tage of being able to express the correct pro¬ 
nunciation of a new name or foreign term. 

The Bishop of Hereford wrote : “ I am very 
glad to see the notice of your meeting, which you 
have kindly sent to me, and also to hear of the 
progress of your young Society. The establishment 
of this Society of Medical Phonographers is an 
event of no small importance. It is not for me 
to say anything of its scientific value, although it 
is obvious that it puts a new instrument into the 
hands of the observer, an instrument which must 
be specially valuable when you have to deal with 
subtle and quickly-changing phenomena, but I 
may say how important your action seems to me, 
because of its influence as an example. It will do 
a good deal to popularize the study in all our 
higher schools, as it will help to brush away the 
prejudice that shorthand is chiefly useful for trade 
purposes, and may be neglected by the pro¬ 
fessional classes without loss. Having a weak 
right hand, I hardly like to think of the hours of 
painful writing from which I might have been 
saved if I had been taught shorthand as a boy, to 
say nothing of the amount of painful reading I 
have inflicted on my friends. If the other pro¬ 
fessions will add their influence to yours, I expect 
that we may very soon see shorthand taught iu 
almost all our schools to all boys in their early 
years.” 

Sir Henry Howorth, M.P., F.R.S., in re¬ 
sponding to the President’s invitation, said he was 
distinctly one of the class who deplored most 
desperately that he was not taught shorthand as a 
boy. With the exception of the chairman, he 
may have written more dry, stupid books than 
any other human being who ever lived (laughter). 
His great difficulty had been that in gathering 
material from a very wide reading, it had to be 
copied verbatim in the tiresome style of longhand 
writing. He was so impressed with the waste of 
time and energy in this respect that he had in¬ 
sisted on his own boys learning shorthand. The 
art was of enormous benefit to every man who 
collected facts in any field. He had travelled in 
dangerous and difficult countries, and he would 
have escaped much of the danger and difficulty if 


he could have made shorthand notes and packed 
them away in his waistcoat pocket while the atten¬ 
dants were asleep. The President omitted to 
allude to the striking help shorthand had been to 
him (Dr. Gowers) in the record of facts which 
constituted his widely-read books. Mr. Reed told 
him (the speaker) how, when recording the pro¬ 
ceedings of the Opium Commission in India, he 
sat in the presence of two Brahmins, whom he had 
never seen before, and took down their evidence, 
and read it out afterwards without knowing any¬ 
thing of the language (Hindu) in which it was 
spoken. This was striking testimony to the effi¬ 
cacy of this phonetic system. In conclusion, Sir 
Henry expressed his appreciation of the inaugural 
address, the author of which might justly be called 
an evangelist in the cause. 

Sir William Broadbent said he was present to 
testify his sympathy with the work of the Society. 
He agreed with every word of the address. He 
also had to look back with regret to the fact that 
he did not persevere sufficiently with shorthand to 
make it of service to him, but he fully recognized 
the value of this method of taking notes at the 
bedside. Undoubtedly, observation lost vividness, 
accuracy, and value, when not recorded at the 
moment, and shorthand would enable the notes to 
be taken at the time when longhand would have 
compelled their postponement. One could only 
look forward hopefully to the time when it would 
be the rule that all men who were seriously work¬ 
ing in the hospitals would use this great advantage. 
In conclusion, he wished success to the Society, as 
be felt sure it would be extremely useful to the 
medical profession. 

The President said Sir William Broadbent was 
one of those who had given the Society prompt and 
generous help. 

Mr. Thomson was glad to be able to say he was 
an old shorthand writer, he having a knowledge of 
the system before he became a medical student, 
and he had used it to the present day in his studies 
and in recording cases, both in hospital and 
private practice. It was often supposed that there 
was an age beyond which it was not possible to 
learn shorthand, but with that he did not agree. 
He was satisfied that if Sir Wm. Broadbent would 
give a very little time for a few weeks to its study, 
he would be so fascinated by the principles which 
underlie it and leaven it that he would proceed 
with it, and in a very short time make practical 
use of it. He had often tried to impress on mem¬ 
bers of the profession that a little patience for a 
few weeks would enable them, by its use, to take 
notes of their own private cases. 

The President said that Dr. Langdon, of Cin¬ 
cinnati, though forty-five years of age, had, in a 
fortnight, obtained the power of wnting a short¬ 
hand letter which he (Dr. Gowers) was able to 
read as swiftly as he could speak. 
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WEDNESDAY, AUGUST 21 , 1895 . 


LIFE ASSURANCE MEDICAL 
OFFICERS* ASSOCIATION. 

A Discussion was opened at a meeting of this 
Association on Wednesday, March 27th, 1895 
(the President, Dr. J. E. Pollock, in the chair), by 
R. Hingston Fox, M.D., Medical Officer to the 
United Kingdom Temperance and General Pro¬ 
vident Institution, and Physician (for London) to 
the Friends’ Provident Institution, upon “ The 
Assurance of Impaired Lives, Chiefly with 
Reference to Special Forms of Assurance ” : 

An impaired life is a life of which we have 
evidence showing that the risk Jexceeds that of 
average lives, yet not so much so as to render it 
uninsurable. 

A few words upon the nature of the evidence. 

1. The Family History may [show chiefly two 
things (a) Prevalence of some disease, especially 
tuberculosis or gout (inherited taint); (b) A 
tendency to die early (a 4< breaking-down age ”). 

2. In the Personal History we have facts in¬ 
dicating (a) attacks of disease, especially lung 
disease, rheumatism, gout, heart disease, epilepsy; 
or ( b) showing general weak health. 

3. The Present Condition is much the most impor¬ 

tant factor. ( a) Habits and occupation; evidence 
of intemperance of any kind; insufficient fresh 
air and exercise, exposure to chill, malaria, &c., 
and various unhealthy occupations, (b) Develop¬ 
ment and nutrition, including defect or excess of 
weight, ill-developed lungs, and premature age. 
( c) Damage to organs and tissues, including the 
blood, lungs, &c. (d) Disordered functions, 

circulatory, urinary, nervous, &c. 

In most cases evidence from several of these 
classes will be combined. 

How far is it possible to classify impaired lives ? 
Three classes are suggested. 

(1) Lives in which increased risk is attached to 
the early part of the expectation period, with a 
probability that if that be surmounted the expec¬ 
tation will be lived out or exceeded. 

The typical example of this is the young life in 


good personal condition, but with a tubercular 
family history. 

It is matter of common clinical observation that 
the liability to phthisis falls especially on the early 
years of adult life. The Registrar-General’s 
returns are sometimes quoted to show that the 
mortality from this cause is nearly as great in later 
life. This is true in the strict sense, i.e., taking 
the ratio of deaths to persons living at those ages. 
But if for assurance purposes we take 1000 
persons living at age twenty-one, we find, of course, 
that the number surviving to subsequent ages is 
constantly diminishing. The mortality calculated 
on these diminishing numbers will show a more 
marked decrease in later years. 

Death Rate from Phthisis. 


hm.; 

1000 Entering at 
Age at: 
Numbers Sur¬ 
viving. 

Years of 
Age. 

Registrar-Genera!. 

Deaths from 
Phthisis per Mille 
per Annum: 
Males.* 

Estimated Deaths 
from Phthisis per 
Mille per Annum 
of Males Entering 
at Age ax. 

990 

20—24 

309 

3*06 

94 J 

25—34 

370 

3*49 

864 

35—44 

4 I* 

3 * 5 ^ 

76 S 

45—54 

3S6 

2-95 

622 

55—64 

3*19 

1-9! 


These figures refer of course to all forms of phthisis. But 
Dr. Reginald Thompson has shown, in his work entitled 
** Family Phthisis,” that the mortality from inherited 
phthisis falls more markedly upon the earlier years of life 
than that from the acquired disease which is distributed 
throughout life. Hence the death rate given above would 
show a greater decrease in the latter decades, if deaths with 
a tubercular family history were alone included. 

Further, the mortality from all causes greatly 
increases in later life; hence the proportion of 
phthisical deaths to total deaths will become less 
and less, ranging from 42 per cent of all deaths at 
ages 20 to 24, down to only per cent. of deaths 
at ages 55 to 64. 

That the risk in many cases of tubercular 
inheritance attaches only to the earlier years of 
life may be illustrated by the history of two 
families: 

1. Consisting of seventeen children, of whom 
ten died, nearly all of phthisis, at ages 1, 16, 16, 
20, 20, near 30, 32, about 36, 38, and 43 years; 
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one of cancer, at 57 (a daughter); and the 
remaining six lived on to 68, 69, 70, 79, 83, and 
91 years—of generally delicate health, but long- 
lived. 

2. The daughter just mentioned as dying at 57 
married her second cousin, who himself died at 
69 of chronic lung trouble. fThey had thirteen 
children; three died under one year; five died, 
mostly of phthisis, at 6, 17, 26, 30, and 30 years; 
one of pneumonia at 39, and four are still living, 
at ages 60 to 73 years. 

There are a few other conditions besides 
liability to consumption which produce a similar 
increased ri*k. Diabetes has been known to 
attack several members of a family in young adult 
life. A more common liability is that to acute 
iheumatism, which is often associated with suscep- 
tibi ity to the group of specific fevers—scarlatina, 
diphtheria, and enteric fever. Certain families are 
specially affected by this entire group of diseases,* 
and such a liability falls chiefly on the earlier and 
middle decades of life. 

A family history showing an early breaking-down 
age, irrespective of special disease, will also place 
a life in this category. 

To meet this kind of increased risk we need a 
form of policy which will especially guard the 
earlier part of the expectation period. The risk 
is a diminishing one. 

(2) A second category contains lives showing 
special risk at the latter end of the expectation 
period. The typical instance of this species of 
risk is found in a life entering young with an 
inherited taint of gout. When gouty disorders 
have already shown themselves in a life proposed 
in or after middle age, the life belongs rather to 
the first category, the liability to death within a 
short period being, as Dr. Symes Thompson has 
recently shown us, greater than is generally 
supposed. 

A family history showing some prevailing cause 
of death in old age, such as cancer, or a personal 
history of slight asthma or dyspepsia, indicate 
increased risk near the end of the expectation 
period, without material addition to the risk at 
earlier ages. I am inclined to include slight 
albuminuria with low arterial tension here. In 
this category the risk is an increasing one. 

* Sec paper by the Author in Hr.'/.sh Maiical /t-urnal, 
1889, vol. ii , p. 586. 


It will be noted that it is mainly the evidence 
of family history which places a life in the two 
categories just described. In some cases this 
evidence is of great and obvious importance, but 
the experience of the Scottish Under Average As¬ 
sociation of Insurance Companies has shown, that 
lives rated up on account of family history have had 
a much lower mortality than those rated up for 
defective personal health. In most cases there is, 
however, besides the bad family record, some 
element of personal weakness; and where, on the 
other hand, a proposer has every sign of robust 
health and good development, family history hat 
small weight, 

3. The third and largest category includes lives 
with some general impairment of vitality. This 
will increase the risk, no doubt, chiefly in the 
latter part of the expectation period, but also more 
or less during the whole of that period. The 
evidence of this impairment may be illustrated by 
the following : A generally unsatisfactory family 
history, showing various deaths in middle life; a 
personal history of weak health without special 
illness; a personal condition of poor nutrition, 
anaemia, premature age, damage to organs, es¬ 
pecially the heart; whatever cause diminishes the 
resisting power of the body to disease influences, 
hence unhealthy habits and occupations. 

Taking these lives as a group, the increased 
risk is represented by a shortened expectation 
period, and the form of assurance chosen must 
provide for this general increase of risk. 

Mr. Chisholm has devised a diagram to show 
graphically the risk of death at various periods for 
a life entering at twenty. A curved line repre¬ 
sents the normal death rate for each year of life, 
and can be varied to represent the increase of risk 
at any particular epoch.* 

With regard to the Special Forms of Assurance 
best adapted to meet these various risks, it may be 
objected that this is a question for the actuaries 
alone. Yet, surely, as medical officers to Com¬ 
panies, we are constantly advising recourse to this 
or that form of policy. And whilst it is for the 
actuaries to devise forms of insurance to meet the 
special risks which we can define, and to work 
them out in detail on a sound financial basis, it is 
surely our part to understand that which they 

* Journal of the i nsii lute of Actuaries , vol. xxv , p. 
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have devised, and to examine its applicability to 
the various risks with which we meet, so that our 
advice to the Companies may be founded upon a 
fall knowledge of the methods in use. 

Before going farther, allusion may be made to 
one guiding principle in the provision designed for 
these risks, viz. that, as a rule, weak lives should 
all be subjected to some kind of extra rate, 
whether in the event they prove to be under or 
over the average length. It is surely no injustice 
that an impaired life should be thus charged, even 
if that particular life lives out or exceeds its 
expectation. I mention this because the contrary 
has been maintained. An American actuary (Mr. 
Fouse) writes that the correct principle is only to 
treat “ those lives as under average which prove 
themselves to be so.”* It is obvious that a very 
much heavier extra rate must be put upon 
impaired lives if it is only to come into force in 
the event of their falling in early. 

I propose now to pass briefly in review the chief 
forms of assurance in use in this country, with 
special reference to their applicability to the risks 
of impaired liv^s. 

r. The ordinary whole life policy with annual 
premium, about which it need only be said that 
it may fairly cover a considerable margin of risk. 

2. The ordinary whole life policy, rated up in 
the manner usual in this country, i.e. by taking 
the life at an assumed age, say five, seven, or 
ten years in advance of the real. (The practice 
of making small advances of one, two, perhaps 
even three years, to meet slight extra risks is, I 
imagine, generally felt to be inexpedient.) it is a 
very convenient and straightforward method of 
dealing with increased risks, and no doubt in the 
main works very well. Investigations which have 
been made by many companies, such as the Eagle 
and the ‘Equity and Law Companies, have, I 
believe, generally shown that the advances imposed 
have nearly met the extra mortality of impaired 
lives. This may not be true of certain classes of 
risks, particularly of gout, as shown by Dr. Symes 
Thompson and others, but it appears to be true of 
all risks taken in the aggregate. 

This method of meeting increased risks has a 
somewhat unequal application to the different ages 
of life. Thus, in early adult life, when the 

• “ On Insuring Under-Average Lives.'* By L. G. Fouse, 
1892. 


premium rates are low, and increase very slowly, 
an advance of seven or ten years results in a com¬ 
paratively small addition, and the loss to the office 
if death occurs early in the expectation period is 
scarcely lessened. On the other hand, at or 
after middle age an advance of seven or ten years 
becomes almost prohibitive. 

It is important not to fix these advances by any 
mere “ rule of thumb ” ; the use of the table of 
expectation of life affords a more scientific method, 
as one can form some idea of the shortening of the 
expectation period appropriate to the case, and 
then see to what advance in years this may 
correspond. 

A simple advance, then, treating the life as a 
little older than the real age, seems fairly to meet 
the third category of impaired lives, where there is 
a generally increased risk attaching to no special 
period. A typical one is that of premature ageing. 
When the risk attaches to the earlier years, I sub¬ 
mit that a form of advance which better protects 
the Company against the risk should be adopted. 
And when the extra risk belongs to the latter 
part of the expectation, a form of advance 
more acceptable to the proposer can be found. 

The mortality experience collected by the 
Institute of Actuaries in 1869 showed clearly, 
that after the first five years from entry the 
mortality of rated-up lives did not so greatly 
exceed that of healthy lives. Thus during the 
first five years the mortality of diseased lives at 
ages 25 to 34 was 62 per cent, higher than that 
of healthy lives, and at 65 to 74, 25 psr cent, 
higher. But after the five years had expired, the 
percentage of increase ranged from but 29 to 16 
per cent. This suggests that the risk of lives 
accepted at advanced rates really falls, in no 
inconsiderable proportion of instances, upon the 
early years after assurance. 

3. A policy subject to temporary deduction 
from the sum assured; in other words, charging 
the policy with a Diminishing Lien or Contingent 
Debt. By this method, originally proposed by the 
late Mr. M. A. Black in i86i, # and improved by 
Mr. W. M. Makeham in 1872,1 a deduction is 
made from the full value of the policy in the event 
of death occurring within a definite period, usually 
the expectation of life; a large deduction if the 


* See The Insmance Record, August 12th, 1891, p. 40a 
t Journal of the Institute of Actuaries , vol. xvii., p. 1 53 - 
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death occurs early, but gradually diminishing until 
the end of the period, when it vanishes, and the 
policy is paid in full. The amount is, of course, 
calculated to be equivalent in value to an advance 
of any given number of years. 

This method, which is explained and com¬ 
mended in Dr. Pollock and Mr. Chisholm’s 
Handbook,* is referred to by Dr. Reginald 
Thompson as peculiarly applicable to cases where 
a consumptive family history is present, and it 
certainly seems to provide against a risk attached 
to the early years of adult life in a more satis¬ 
factory manner than any other method in use. 
Take the case of a man entering at 2 r, of good 
personal condition, but with a family history of 
phthisis fatal at early ages. It is but little pro¬ 
tection to the Company to advance his premium 
rate a few years. In the aggregate of impaired 
lives the Company may not lose, but is not the 
balance maintained by making lives of other and 
less urgent risk pay for his special risk ? On the 
other hand, it seems to me that such a proposer 
may fairly be. expected to submit to a deduction of 
this kind, as the penalty of his particular risk. 

To make this matter more clear, the following 
table, kindly compiled for me by Mr. R. M. Moore, 
gives the loss to the Company attaching to death 
at various ages under several different forms of 
policy. 


Male Life Entering at Age 21. 

Approximate loss per cent, to Company on 
death at various years after entry, under different 
forms of policy. The + signifies gain. (No office 
loading, nor bonus allowed for; interest at 3^ per 
cent.) 


Years. 

X 

6 

9 

x6 

21 

26 

3 * 36 

1 

, 4 ° 

OrJinary Whole Life Policy 
Ordinary Whole Life, ad- 

98 

8> 

77 

63 

47 

23 

5 '+22 

l 

1 

*47 

% anced 7 years . 

Ordinary Whole Lifet with 
deduction equivalent to 7 

98 

86 

72 

56 

36 

13 

ti 4 1-47 

*78 

years’ advance . 

Limited payments (20), ad¬ 

82 

75 

65 

53 

39 

22 

* jt «4 

*47 

vanced 3 years ... 
Endowment at age 50, ad¬ 

97 

82 

64 

43 

21 

6 

ti2 't 33 

152 

vanced 3 yean 

97 

83 

6 3 

4 * 

*5 

tx6 

*37 (29 yra-) 


This is, no doubt, largely an actuarial question, 
yet it seems to me that, as medical officers, we 
might do well to represent to our actuarial col- 


* “ Medical Handbook of Life Assurance,” p. 157. 


leagues that there is a special class of risk which 
needs such a method as this to meet it adequately. 
The method is in use by several Companies, but 
does not seem to be as well known as it deserves. 

It will be observed that this method of dealing 
with impaired lives is net in accordance with the 
rule submitted just now, that the extra rate should 
be of a nature to apply to all such lives, whether 
they die early or later. The plea, however, is that 
to meet a special limited risk the rate should fairly 
be applied in the manner shown, and that it would 
not be just to burden all who survive this special 
1 isk in early life, and live, perhaps, to old age, as 
in the instances given, with a heavy charge. 

In advocating the use of this form of policy, it is 
not suggested that lives with a phthisical taint 
should be accepted more freely than is at present 
the practice, but only that they should be subjected 
to the conditions described. 

4. The Limited Payments Policy, under which 
the entire premiums are paid up in a fixed term of 
years, say ten or twenty. A larger sum is accord¬ 
ingly received in the early part of the expectation 
peiiod, and, if death occur prematurely, the 
Company’s loss is, as already shown by the table, 
less than under the usual plan of spreading the 
premiums over the whole of life. This lessens the 
risk in the case of impaired lives, but it does not 
fully meet it, since the rates are calculated upon 
the experience of healthy—that is average—lives. 

It is not, therefore, proper to use this form 
of assurance for lives of increased risk without 
making an addition, excepting in cases of a slight 
character, in which the lessening of the risk may 
be considered to bring it within the margin of 
average risks. It would appear from the table 
that it is in cases with increased risk of death in 
the middle part of the expectation period that the 
Limited Payment policy is most useful, but a 
small extra rate should be added. 

5. The Short Term policy is only mentioned 
to be condemned, as entirely unsuitable for lives 
of extra risk. 

6. The Endowment Policy.—This is a very in¬ 
teresting form of policy, and one which enjoys a 
just and increasing popularity in this country. It 
is of importance in the present connection, since 
Dr. Glover Lyon has told us that it is largely used 
in the United States, and, as I understand, without 
extra rating, for the assurance of under-average 
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lives. But, as with the limited payment policy, so 
here, the rates are calculated on average lives, and 
it cannot, therefore, be right to use the endow¬ 
ment policy without extra rating for impaired lives, 
taken as a class. The large premiums reduced, of 
course, as in the former case, the loss to the 
office in the event of early death, and an actually 
smaller advance is needed than with whole life 
policies. I say an actually smaller advance, 
because if the usual course of assessing it at so 
many years is followed, it will probably be very 
inadequate; for the advance being made only 
upon the part of the premium applicable to the 
life risk, which is, in fact, that of a short term 
policy, and very low in amount, will be trifling, 
and quite insufficient to meet an appreciable extra 
risk, unless many years are added. It would be 
more satisfactory to advise a percentage addition. 

The special feature of an endowment policy, the 
term of which is almost always well within the ex¬ 
pectation period, is that it cuts off the end of that 
period. Hence, as Dr. Pollock has told us, it 
may be of the greatest use for lives without sufficient 
stamina to carry them into old age, and it may be 
so applied as to cut the insurance short at the 
breaking-down age. It is, in fact, especially useful 
for the case of an increasing extra risk, herein con¬ 
trasting with the deduction policy which is strictly 
applicable to a decreasing risk. (Makeham.) 

For lives with phthisical family history this 
method has, therefore, a very limited use, since it 
leaves the early years unprotected. A tendency 
to gout, on the other hand, is especially well met 
by an endowment policy, provided the proposer 
comes before us pretty early in life, and the term 
of the endowment is fixed so far within the expec¬ 
tation period as the probable shortening of the life 
may require. And I would suggest that slight 
degrees of albuminuria, with low blood tension, 
may be appropriately dealt with in this way. In 
such cases, if the personal condition is otherwise 
good, an extra rating does not seem needful. It 
is understood that the mortality experience of en¬ 
dowment policies is very favourable, no doubt in 
part owing to an unconscious selection amongst 
proposers. 

The endowment policy is then especially appli¬ 
cable to impaired lives of the second class, and, 
with an extra rating, to those of the third class. 

In conclusion, I must acknowledge my obliga¬ 


tion to Mr. J. B. Tennant, Actuary to the Friends' 
Provident Institution, for a series of important 
references to the literature of the subject, and to 
Mr. R. M. Moore, Assistant Actuary to the United 
Kingdom Provident Institution, for other valuable 
help and information essential to this paper. 

The President : You will all have felt with 
me that this paper covers a very extensive range 
of subjects. It touches in fact the very root of our 
connection with Life Assurance, and the subject is 
one in which medical experience and knowledge 
must be brought to bear before the actuary can do 
his duty, and is in fact the daily occupation of our 
lives. We are all agreed that it is possible, 
although it may be difficult, to classify impaired 
lives. There are some risks which fall due in the 
earlier and others in the later period of life. The 
earlier are chiefly those with a family history of 
phthisis, and in the later are found gout and the 
various disorders due to the gouty habit, and 
degeneration of the heart and arteries. 

It is very plain that even early endowments 
which pay a higher premium, will not cover the 
additional risk in a family history of phthisis. In 
such cases even an early endowment rate will 
require an addition. 

I am, however, much in favour of the plan by 
which the amount to be paid by the Company is 
reduced, should death occur in the earlier periods. 
On this point, there may be diverging opinions, 
and no doubt there are several ways of protecting 
the Company from loss arising from hereditary 
taint, and this is peculiarly a case in which medical 
knowledge and actuarial skill may happily 
combine. I feel that this subject is too large to 
dispose of in one evening, and I trust that you 
will in a future debate give it your best atten¬ 
tion. 

Dr. de Havilland Hall : The ground covered 
by Dr. Fox’s able paper renders it very difficult to 
criticize it. The paper might be divided up into 
sections, and each section would afford subject for 
discussion for an evening. I am sorry to differ 
from you, sir, as to the deduction scheme. When a 
man applies for a policy of 1000/., supposing he is 
engaged in business, and gives it as security 
against sudden death, he wants a definite sum 
of money, 1000/. we will say; it won’t do for 
him to lodge a policy on which, if he dies in two 
years, there will be a deduction of 200/. Or, if a 
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man makes a marriage settlement; there again, if 
he dies it won’t do for a certain amount to be 
deducted from it. In these cases a man will have 
to insure for some hundreds more than he re¬ 
quires. Then again, looking at the matter from the 
point of view of the office; and now of course I 
speak subject to actuarial correction, it seems to 
me it is hot a good plan for the office. It is 
apparently a good system, but in the long run I 
doubt whether it would answer. An office 
passes a hundred doubtful lives, which in 
ordinary circumstances would be taken with 
an addition, and the Company stipulates that 
in cases of premature death a reduction shall 
be made. This reduction cannot possibly com¬ 
pensate the Company for the premature deaths of 
the assured ; and no aid is to be expected from the 
remainder as they were taken at the ordinary rate, 
therefore it seems to me the Company is bound tb 
lose. By the other plan, i.e. of addition to doubt¬ 
ful lives, the loss on those who died in the first 
five years may seem to be heavy; still we know 
there are some lives who considerably exceed 
their expectation, and the addition on these fully 
compensate for those who die in the first five or 
ten years. I look upon life assurance as the most 
charitable thing going; those who live have to 
compensate for those who fall in the battle of life. 
I think the reduction system is a mistake in policy, 
both from the point of view of the assured, and 
also from that of the office. Then, as regards the 
classification, I think it is convenient to speak of 
one class as the descending risk, the consumptive 
cases; and the other as the ascending risk, gouty, 
renal, and cardiac cases. Coming to the question 
of family history, it would be a very good plan if 
we medical officers could agree upon some kind 
of system for making additions on account of 
family history. Of course, it will not do to go by 
any rule of thumb plan; but there are certain 
well-known facts in regard to the effect of family 
history upon which we can act. Take, for in¬ 
stance, the death of a mother under 30. I think all 
those connected with life assurance will agree that 
that represents a bad form of family history, and 
I would not pass any man, however physically 
good, under 25, whose mother died of phthisis 
under 30. Over I think an addition of seven 
years might be considered enough. It would 
be very useful and prevent unwholesome com¬ 


petition between offices if we could come to some 
understanding as to what should be done. As I 
said at a previous meeting, it would be a very 
good plan if members would bring up as “ clinical 
cases” policies with additions, and specify their 
reasons for these additions. If we had three or 
four of these cases to discuss we might come to 
some idea as to what should be done. I quite 
agree with you that the quest ion of taking doubtful 
lives at the ordinary rate, in a limited number of 
payments or on the endowment scale, is most 
unscientific. 

Dr. Heron: It is with reluctance after what we 
have heard from you, sir, that I rise to speak on 
this matter of early life risk, which Dr. de Havilland 
Hall has also dealt with. For instance, take what 
runs through this paper to a great extent—cases of 
tuberculosis in early life. I cannot myself see that 
the risk in these cases is so well met by the scheme 
proposed in the paper, as by the plan that Dr. de 
Havilland Hall advocated. But I think the chief 
objection to the plan put forward by Dr. Fox, is 
that it is not calculated to meet the great bulk of 
life assurance requirements. Say a man is going 
to put 5000/. into a marriage settlement, I suppose 
if he is 25 years of age when he assures, it is 
necessary to add some 2500/.—I am merely guess¬ 
ing the amount—to his policy in order to secure 
5000/. for his widow and children in the event of 
his death before, say, the age of 35. I think then 
this scheme is not suited to meet risks which occur 
early in life; but it seems to me an admirable 
solution of those cases in which the risk is greatest 
late in life. Sir, I know that what I am going to 
say is unpalatable to a great many medical men, 
whose opinions are deserving of the very highest 
consideration, but I must confess that I fail to 
find evidence to justify the view that is so widely 
held, and is taught by every life assurance docu¬ 
ment we take up that deals with life risks. I refer 
to the doctrine which asserts that because there is 
tuberculosis in a man’s family history, therefore 
his life must be heavily loaded. If I understood 
my friend Dr. de Havilland Hall rightly, he said 
that if there came to him for life assurance a man 
of apparently robust health, 25 years of age, who 
stated that his mother died at about 30 years of 
age of tuberculosis, he would load that man’s life 
to the extent of 10 years. I do not say that this 
view is wrong, but I say that I do not know on 
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what recognized basis of statistics the view is 
founded. I won’t attempt to enter on the very 
wide field that is opened up by the mention of 
hereditary tendency to consumption, and the argu¬ 
ment that ranges round it; but I think I am right 
in saying that no statistics of first-class importance 
have been published touching this subject by an 
assurance office which show more than we get from 
our ordinary clinical experience. No statistics 
have been published by insurance , offices which 
make, For instance, a comparison of this kind. 
Take, on the one hand, persons whose family 
histories are believed to show a tendency to tuber¬ 
culosis. The deaths in that class have not been 
published and compared with, on the other hand, 
another class of deaths, viz. those of perfectly 
healthy family history. Such statistics may exist, 
but I have never heard or read of them, and, 
until we have them, I contend we are not justified 
in taking so severe a view of the meaning of tuber¬ 
culosis in family history when we come to decide 
as to what we are to do with a life tainted in this 
way, and which it is sought to assure. Stating it 
very briefly, we know that a minority of cases of 
tuberculosis—not the majority by any means—do 
show a family history of tuberculosis. We know 
also that it is in the early period of life that that 
disease falls most heavily on the death rate. Dr. 
Fox gives us an example of it in his paper—this 
family of seventeen children, of whom ten died of 
tuberculosis—but I know of no argument that can 
be used to support the idea that tuberculosis is 
hereditary which does not equally well support the 
view that tuberculosis is an infective disease. Look 
at the ages at which the children died in this 
family of seventeen. Were the members of this 
family, engaged in nursing one another? How 
did the first case arise among these children ? I 
say there is much that is wanting in the statistics 
that deal with this subject in connection with life 
assurance—for instance, what I have already tried 
to indicate—a comparison between, on the one 
hand, lives which have no tuberculosis in their 
family, and on the other hand, the death rate 
among people who have family histories of tuber¬ 
culosis. This comparison properly carried out 
would give us some idea of how much truth there 
is in the theory of hereditary tendency to tuber¬ 
culosis, But I do not think it is more than a 
theory now. Nevertheless it is held to-day in life 


assurance transactions, that when wfc have to deal 
with the proposal for assurance of a man whose 
mother or father died of tuberculosis, we are'deal* 
ing with a life which runs a tremendous risk. I 
submit we have not got evidence to justify the 
holding of that view, and that until we have such 
evidence in a trustworthy form it is unjust to load 
so heavily, as we do now, the life of a person 
whose father or mother, sisters or brothers have 
died of tuberculosis, and to load the life for this 
reason alone. 

Dr. Glover Lyon : I am inclined, Mr. Presi¬ 
dent, to take your indication, and discuss for a 
moment or two the different methods of meeting 
impaired lives rather than go into the question of 
phthisical lives. I might summarize by saying I 
disagree with almost everything that has been said 
to-night regarding the relation of age to the inci¬ 
dence of phthisis, but, as you have pointed out, 
this question will come before us later on. The 
Registrar-General's Report emphatically records 
that between 50 and 60 the death-rate from 
phthisis is greater than between 20 and 24. I 
congratulate Dr. Fox upon an expression used in 
his paper—the “ breaking-down ” age. It is a 
very handy one. There is an expression in use at 
present that should be avoided altogether, viz. the 
“ expectation of life.” It is useless to the actuary, 
and misleading to the medical officer. I have 
never known any medical man guess rightly the 
expectation at any age. They always guess less. 
They think of the age at which most of those 
arrived at the given age men will die ; but it is a 
different thing altogether. It gives the “vie pro¬ 
bable,” not the expectation so called. As medical 
men we have to say whether a man is in good 
health ; the actuaries calculate how long he is 
likely to live. Medically, we cannot come to any 
conclusion at all on the point. I think we should 
put before our minds the exact limits of our powers. 
We can say there is a greater risk than the average 
in some lives; we cannot say how much. We 
can say the extra risk is likely to be constant, 
or increasing or decreasing, but we cannot say how 
great the increase or decrease will be. We cannot 
really estimate extra risks at all. Up to now it 
would appear that the extras advised by medical 
officers have covered extra risks; but this might 
not have been the case. There is, of course, no 
magical method of meeting these impaired fives ; 
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the method of decreasing the amount seems to 
appeal to some people; that of heavy decreasing 
premiums to take the fancy of others, and so on. 
It is quite evident that those who live longer than 
they are calculated to do, must pay for those who 
do not live so long in any system. With regard 
to cases having a family history of phthisis. Mr. 
Macaulay, in Montreal, told me he had come to 
the conclusion that the diminishing lien method— 
a pet scheme of his—was not applicable to them. 
Mr. Manly, the actuary, brought out in England 
an extreme instance of diminishing liens. Taking 
a period of 20 years, the policy is of this form : If 
death occurs within that 20 years the heirs get 
100/. ; if after 20 years, the policyholder gets 200/. 
It will be seen that if death happens just before 
the end of 20 years the offices make a large profit. 
Death occurring during the early part of this period 
will cause a loss, but not so great a loss as in 
whole-life policies, for the premium is greater. As 
the period runs on towards about 14 years or so 
the office will neither lose nor gain, but after that 
the office would gain. That kind of policy is 
peculiar in the fact that offices are able to take a 
man of 25 at exactly the same premium as a man 
of 45, so that we can pass at ordinary rates any 
man below 45 who is up to the standard of that 
age. This seems to be especially applicable to 
impaired lives, for we can say there is an extra 
risk attached to them, but we cannot say how 
much. Mr. Manly told me that even a uniform 
extra risk of a considerable extent is met by this 
kind of policy, for, as Dr. Fox points out, there is 
always a margin in calculating methods of in¬ 
surance. An increasing extra risk is, however, 
particularly suitable to this double tontine system ; 
a decreasing one is not met by it. 

Dr. Boor Crosby : It appears to me that the 
salient features of this very important paper have 
resolved themselves into two points, whether we 
diminish theamount or increase the premium. What 
is logically accurate and equitable? Surely Dr. Hall 
should not pay for me if I am going to die at 30. 
The only way to meet the case will be a diminish¬ 
ing lien as suggested by the author of the paper. 
It is publicly known that in many large offices that 
have received impaired lives, those lives are now 
paying two or three times over what other people 
have to pay. That is not honest and straight. 
Some better mathematics should come in. It is 


very well as a matter of business, but by loading 
lives to cover two or three or four that drop out, 
is not fair to those who go on. Equity demands 
that if a person goes out before a certain period he 
should pay a certain greater amount. Our friend, 
the secretary, says the author of this American 
plan does not like the plan of diminishing liens as 
applied to phthisical cases, but he gives us a very 
excellent reason why it should be adopted in its 
extreme form. In his very office, the Mutual, it is 
adopted with great success. There is no doubt in 
my mind that the present premium rate of in¬ 
surance is too high, and unless some such plan as 
Dr. Fox has suggested, namely, deduction for 
indifferent lives, instead of loading the many, 
injustice must be done to the many. 

June 10 th) 1895. 

Dr. Hingston Fox, in resuming the discussion, 
said that it turned chiefly on the best method of 
assurance for a life with a family history of 
phthisis, and, in consequence, an increased risk, 
in the early years of adult life, the earlier part of 
the expectation period. Our secretary, Dr. Glover 
Lyon, fell rather foul of that expression, “ expecta¬ 
tion period,” but it seems to me a correct, and 
certainly very useful expression. This special 
risk needs, as I submit, a special form of policy 
to meet it. It does not seem fair to put this risk 
with a great many others, and to make the others 
pay for its own special liability. I described the 
policy which, to me, seemed peculiarly appropriate 
—what is known as the deduction policy—the 
principle of which is that if the proposer dies 
within a certain period, generally the expectation 
period, a deduction is made from the total amount 
of the policy paid over to his heirs, he having 
paid the ordinary premium at tabular rates. The 
amount of this deduction gradually decreases until 
it reaches zero, if the proposer lives out the ex¬ 
pectation period. 

I was glad to find that the use of this kind of 
policy meets your approval, also Dr. Crosby’s. 
Dr. de Havilland Hall made two objections to it: 
Firstly, that it did not meet the needs of the 
proposer. A man wanted to know that a certain 
definite sum would be paid to his heirs, not a 
fluctuating portion only, especially in the case of 
marriage settlements and the like. In reply to 
that, I have made inquiry at a laige office, where 


these policies are very often issued, and I learned 
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that this difficulty had not proved to be in any 
way a serious one. In those cases where a definite 
sum had to be secured, it was easy to increase the 
total amount of the policy so as to cover the possible 
deduction. Dr. Hall’s other objection was that 
this form of policy was not suitable for the office, 
and he instanced a hypothetical case. Taking 
100 doubtful lives, supposing a certain number of 
them fall in early, no doubt the office is relieved 
by the deductions made. Still, those lives are a 
dead loss to the Company, and there is nothing 
gained upon the other lives which do not fall in 
early, to compensate for the lives which do fall in 
early. 

Dr. Hall premised this objection by saying it 
was subject to actuarial correction, and I must 
make the same preface to my reply. Now, of 100 
healthy lives, one-half of them may be expected to 
fall in within the expectation period, and the other 
half after its close, the expectation period being 
the average of the whole 100. Of the 100 
impaired lives we will suppose five of them to fall 
in early. On these a considerable deduction is 
made, which relieves the office to a certain extent; 
but those five lives result of course in a consider¬ 
able loss to the company. With regard to the 
other 95, supposing they are about as good as 
other lives, and that the increased risk bore only 
on the earlier years, about one-half of them will 
still fall in within the expectation period, and the 
other half afterwards. But the deduction will 
apply also to the one-half of the 95, which fall in 
before the expectation period is passed, and the 
office will receive a certain relief on these lives, a 
relief which, since the tabular rates of the office 
are calculated to meet the risk of these average 
lives, is a direct gain. This gain, worked out on 
sound actuarial lines, may well meet the loss to 
the office upon the bad lives. With Dr. Hall’s 
view of the desirability of coming to an under¬ 
standing as to the value to be attached to certain 
definite facts in family history, I am inclined very 
much to agree, although of course each case must 
in the end be judged upon its own merits. 

I agree also with Dr. Heron as to the paramount 
importance of the personal condition, as contrasted 
with the family history. I will not follow Dr. 
Heron in all he said with regard to the infective¬ 
ness of phthisis, except to say that in the two 
families whose histories I put forward, infection 


may have played some important part; the brothers 
and sisters may have nursed each other, and lived 
many of them in the same house. 

Coming to Dr. Glover Lyon’s remarks, there 
arises the question of the influence of phthisis on 
the earlier years of adult life. I am tempted to 
join issue with Dr. Lyon on that question, but I 
am glad to know that there will be another oppor¬ 
tunity of going into it. Dr. Lyon is fond of em¬ 
phasizing the figures of the Registrar-General, and 
maintaining that the mortality from phthisis is as 
great in the later years of life as in the early years. 
Taking the proportion of deaths to every thousand 
persons living no doubt it is so; but, from an in¬ 
surance point of view, I maintain we may easily be 
misled by that statement; and I this afternoon 
made a rough diagram to illustrate this. Taking 
100,000 healthy males entering at the age of 21 
years, I show from the statistics collected by the 
Institute of Actuaries the numbers surviving at 
ten-year intervals, and the number of deaths in 
each ten years. The small proportion of deaths at 
early ages gradually increases until at ages 55 to 
64, more than a quarter of the survivors will die in 
the ten years. So far, the data are unexception¬ 
able. I have marked in the deaths from phthisis 
by applying the Registrar-General’s mortality. 
This is not strictly correct, because the basis is 
that of selected healthy males, whereas the Regis¬ 
trar-General’s ratios apply to the population at 
large, and represent no doubt a larger mortality 
than would obtain in selected males. Still they 
roughly indicate the proportion which the phthisi¬ 
cal deaths bear to other deaths. The diagram 
shows that in the earlier years of adult life nearly 
one-half of the deaths are due to phthisis, whereas 
in the later years, although the number of deaths 
from that disease is still considerable, it bears a 
very small proportion to the total number of 
deaths from all causes. 

Supposing we meet with a life in which the risk 
of death from phthisis is twice, or three, four, or 
five times as great as in the ^erage life, it will be 
seen that the swelling of this factor will increase 
the risk in much larger proportion in the earlier 
part of life than in the later periods, when there is 
already a large risk of death provided for by the 
office tables. 

This preponderating influence of phthisis early 
in life in cases with a family history of this disease 
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becomes still more striking when we remember 
Dr.! Reginald Thompson’s classification of phthisi¬ 
cal deaths into those due to hereditary phthisis 
and acquired phthisis respectively. He shows 
that deaths from hereditary phthisis occur in a 
larger proportion in the earlier years of life than 
those from the acquired disease. 

It seems necessary to say so much to maintain 
my contention that we have in these cases a certain 
risk in the earlier portion of adult life, which needs 
a special kind of policy to meet it, and it does not 
appear unscientific to seek to determine the extent 
of that risk, so that we may find some means to 
provide for it within its own particular limitations. 

Then I think I understood Dr. Lyon to say that 
he did not approve of the medical officer making 
any estimation himself of the number of years a 
life should be advanced, but would leave that to 
the actuary. 

Dr. Lyon : I imagined it would be a good thing 
if we could do so. The offices have the data, we 
have rot. 

Dr. Hjngston Fox : I am glad of this qualifi¬ 
cation. 1 confess that I could not see how the 
business of a large office, where the risks have to 
be rapidly assessed, could be conducted if the 
medical officer forebore to put down his own esti¬ 
mation. Dr. Glover Lyon was a little hard on 
the medical officers of Insurance Companies, both 
in the present and the past, when he told us that 
the estimations which had been made were purely 
of a chance character, that it had indeed so hap 
pened that, in a long course of years, extras had 
been imposed which just about met the extra risk, 
and that the offices in that way had been saved 
from loss, but still it had b^en mainly a matter of 
chance. I feel well content to go on with the 
system which has been proved to have so nearly 
met the need desired, and would venture to submit 
that, besides that element of chance, there has 
been, too, an element of sagacity and experience, 
which is evidenced by the result. 

Dr. Crosby put* in a strong plea for those 
persons who are subjected, early in life, to an 
advanced rate of premium, and then have the 
misfortune to live on long past their expectation, 
and have to pay this heavy rate throughout a long 
life. There is, however, one redeeming feature in 
these cases. The bonuses are now usually esti¬ 
mated not on the age at which the insurer actually 


entered, but at the assumed age corresponding to 
the advance, and become accordingly very heavy 
in the latter part of life, thus greatly mitigating the 
burden which the insurer has to bear. 

Dr. Vivian Poore : I rise with considerable 


diffidence, as I feel this is very much an actuarial 
question, and I know very little of actuarial matters 
and am no mathematician. I could not but 
approve of a great deal that fell from Dr. Heron 
at the last meeting. When we talk of inherited 
disease we have got to make a great many allow¬ 
ances. A disease may not be physiolog cally in¬ 
herited, but it may be apparently inherited. The 
inheritance of goat, I believe, in some few in¬ 
stances, has been the inheritance of a fine income 
and a fine cellar. The inheritance of phthisis may 
be the inheritance of a feeble constitution, the 
inheritance of a long, narrow chest, or the inheri¬ 
tance of an un wholes erne dwelling in a place 
where the death-rate from phthisis is large, or the 
inheritance of an unwholesome occupation. Sup 
posing a son of a file grinder, whose father died of 
“ phthisis,” presents himself. He has a magnificent 
physique, and is an agriculturist. Are we to rate 
him up? Certainly not; but all these things have 
to be taken into consideration. 

I think one may say the same thing of rheuma¬ 
tism. Rheumatism and tonsillitis are very often 
due to the continuance of certain conditions not 
fully understood, but which may be more or less 
permanent, although not physiologically inherited. 

As to the form of policy, I cannot help thinking 
there was a good deal in what Dr. de Havilland 
Hall said. Men insure for a certain sum; most 
people desire to get that sum for certain. Then 
Dr. Crosby put forward a plea for what is called 
the “equitable treatment” of doubtful lives. 
That is a very difficult question. There is no 
doubt life assurance is a very moral thing, and is 
very charitable; but there is no doubt it is a form 
of gambling, the office being the bookmaker, and 
we all go to the office, and back lives instead of 
horses. Sometimes we gain, at others we lose. 
The essence of the thing, it seems to me, is that it 
makes everybody moderately sure of a competency 
at the expense of a certain few. If you are going 
to deal equitably with these people, it ought to be 
done in the division of profits. I fail to see what 
right the insurer has to any profit until the office 


is secured against loss. When the office is secured 
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against loss, then division of profit becomes equi¬ 
table, and there is no risk. If the division were 
not made until the office was secure against loss, 
and if they were given in proportion to the premiums 
p*U % instead of on the amount insured for, the 
man who had been rated up and who lived on 
would have a very merry time of it, and would 
more than recoup his extra rating. I daresay 
there are serious objections to this proposal on 
actuarial or business grounds, and therefore, as I 
have said, I put forward the idea with some 
diffidence and hesitation. 

Dr. Theodore Williams : I regret very much 
that I was not present at the last meeting, but we 
have such an admirable report of the proceedings 
that one has been able to follow to some extent the 
arguments of Dr. Hingston Fox, and of those who 
followed him. Dr. Fox has chosen a subject 
which is of great interest to all of us. I do not 
think we ever go to our insurance offices without 
doubts arising in our minds on all these points. 
One of the subjects he discussed was hereditary 
influence; which in due time must become a 
matter of exact calculation, not of speculation, as 
it is often now. When we have the necessary 
figures I have not the slightest doubt that we 
shall be able to distinguish clearly what the effect 
of a man having lost his father or mother from 
consumption is, or what is the effect of having lost 
them from gout. The difficulty is to know the exact 
effect of the occurrence of various diseases on the 
duration of life, such as a mitral disease (single or 
double), cardiac dilatation, and the like. There i3 
one class of case, the risks of which I do not think 
Dr. Fox took into consideration, but which cer¬ 
tainly gives me as much trouble as any ri&k. The 
actuary comes and says, “ Well, you are going to 
examine that gentleman, and you must remember 
it is not a whole life risk, it is a matter of a loan, 
and the question is, will the man last for three 
years ?” It is one of the most difficult problems to 
solve possible. In such cases I have thought to 
myself, “ The man is not very strong, he is not 
quite what he ought to be, but I should think he 
will last three years or two years,* as the case may 
be. I have invariably been wrong in my calcu¬ 
lations, the man has died before the required 
period. For instance, there was a distinguished 
Indian officer, whose look I did not quite like, and 
whom I was about to condemn, but the tempter 


came and said, " Remember, Dr. Williams, it is 
only for three years.” I passed him, and he died 
in two years and ten months. After that, I was 
more cautious and hard-hearted, but I mention the 
case to show how we are thrown out of our calcu¬ 
lations. I am more inclined to go in for endow¬ 
ment than I used to be, but it does not at all 
meet the cases of phthisis, and that class of diseases 
where death occurs early. The deduction policy I 
have never tried to the full extent, but when I have 
talked to my friends about it, they consider it very 
hard lines to have any doubt existing as to how 
much their relations would get, and I do not think 
this form is tempting to many. Whenever I am 
consulted in private by the sort of candidate who 
requires loading, whether I think he would be 
accepted on favourable terms, I answer, “The 
best way is this: you present yourself to the office; 
accept their terms. They will probably do the 
best they can for you. Take their terms for a 
limited sum ; then try again in so many years’ time 
and see if they will accept you for better terras.” 
In many of these cases the office gradually cotnes 
round ; and the medical officer, from time to time, 
takes a rather more favourable view, so that cases 
which are very heavily loaded at first become less 
and less so. I have known* cases eventuate in 
being rated at the ordinary, but these were not 
cases of phthisis, the change of rating being due 
to the office having watched them for many years, 
and the medical reports having gradually improved 
in character. 

I read the speeches of both Dr. Havilland Hall 
and Dr. Heron with great interest; I am inclined 
to agree with Dr. Hall, that when a man whose 
father and mother have died of consumption, pre¬ 
sents himself, he ought to be rated up, if not 
rejected. T he way I put it is this : Is a man 
whose father or mother has di:d of consumption 
in the same position as one whosj parents have 
not succumbed to that disease? Then again : Is 
a man whose father and brothers, and perhaps 
mother also have died of consumption, in the same 
category as a man who has only lost his mother or 
his father from the disease? You must make 
some due allowances for such differences. 

As regards the question raised by Dr. Heron 
about contagion, that is a very large subject. I 
firmly believe in hereditary predisposition. I have 
lived long enough now to witness the course of 
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many cases of phthisis. I am now seeing the 
sons and daughters of some of them, and the 
result of my observations is that the more cases I 
see of the disease, the more I am inclined to 
believe in its heredity. There may be cases of 
contagion, but they are not common. I have in 
my mind at the present moment two or three 
families, where the father and mother have died of 
consumption comparatively early, and where the 
children have been brought up in other places, 
away from the surroundings of home, and though 
the guardians of the children have always borne in 
mind the fact that the parents had consumption, 
and have regulated the conditions of the children 
accordingly, the disease has attacked them. These 
are surely not the result of contagion, but having 
acquired their parents’ physiques and characteristics, 
it is not surprising that they should be liable. 
Then what are we to say of cases, which have been 
mentioned over and over again, where prisoners, 
such as those in Austrian prisons, put into solitary 
confinement, locked up for so many years, and at 
the end of that time consumption manifests itself? 
Surely this is not contagion, but if you look at it 
from the point of view that the individual is 
naturally weak, and that such weakness has been 
increased by his incarceration, the liability to 
attack is much easier to explain. 

Dr. Heron asked a very proper question as to 
whether there were any figures bearing on the 
matter. He said no statistics have been published 
by insurance offices which make any comparisons 
of this kind—deaths from tuberculosis in persons 
with a family history of the disease, and those in 
people of perfectly healthy family history. I 
cannot supply that to him, but I can supply some, 
thing akin. A return was published some years 
ago giving the comparative duration of the lives of 
people dying of consumption who had a hereditary 
history, and those dying from the disease who had 
not a hereditary history. This shows that of 
65 males who were free from hereditary pre¬ 
disposition, but were attacked with phthisis, the 
average age was 41J. Of 54 patients with 

a family history of phthisis the average age at 
death was 35. So that practically the 

difference is six years of life. In females the 

disparity- was more marked. Of 48 females 
who were free from family predisposition the 
average age at death from the disease was 


34*9 ; of 33 with family history the average 
duration of life was 307. The conclusion from 
the figures I have just given is that a family history 
of the disease tends to hasten the attack. I 
admit this is no answer to Dr. Heron’s question, 
but it is a slight contribution towards the 
answer. 

Dr. Hoar : There is one matter which I should 
like to refer to. The lives which are rated up do 
not, as a rule, object to it. My experience, which 
is exceedingly small compared with yours, sir, is that 
as a rule, if a man has a tuberculous history in 
his family, or has a weak lung, or any flaw in his 
constitution, he expects to be rated up. I am one 
of those unfortunate individuals who is very 
heavily rated up; but I do not at all regret it I 
find now, after having been insured some twenty 
years, my bonuses arc much heavier than my 
neighbours’, and I hope that, in the end, I shall 
not come out so very badly. No doubt the 
offices were afraid of me at first, and I have been 
going on at lessening additions to my premium 
for each fresh assurance. I certainly expected an 
increased rate, and I have no objection to paying 
it. In the end, I hope to make a good thing out 
of the office. I think, if we do not mind paying a 
little extra in our earlier years, surely it is a good 
thing, and as such cases are scattered over a good 
many lives, they will be absolutely compensated, 
because comparatively few fall in very much earlier 
than the expectation. I think Dr. Fox suggested 
that five per cent, fall in very early. The office has 
a larger field to gather their earlier increased 
premiums from, to make them sure and certain. 
Moreover, it is only during the last twenty or 
twenty-five years that life assurance offices have 
accepted invalid lives; and even now there are 
offices which will not receive them, but that is the 
exception. It has yet to be proved whether the 
acceptance of these invalid lives is not of greater 
benefit to the office than healthy lives. 

Sir Hugh Beevor : I think it is desirable to 
have more experience of the results of rating up 
cases. Within the year or two many offices have 
been collecting new mortality returns, and it is a 
great pity the matter did not come before the 
Society, when we might have made a request that 
among the data asked for on their card, some addi¬ 
tional datum, such as the death of father o r 
mother, should be included. We should then have 
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got an enormous amount of information bearing 
on the matter. 

Dr. Glovbr Lyon: I am very glad Sir Hugh 
has brought up the subject of investigating insur¬ 
ance records with regard to medical points; I 
certainly hope this Association will bring some 
influence to bear to induce the Institute of 
Actuaries to take up this question fully; it could 
be done easily. They have simply to go through 
the records of all or most of the offices, as I and 
Mr. Manly did those of the Mutual during our 
leisure in about two years. It seems a great pity 
it is not done ; we are asked to rate up applicants 
and we do not know what we are doing, neither 
the data nor the skill for such a task being in our 
hands. It was a mere “ fluke ” that our rating-up 
was adequate, if it be so, for it was founded on 
an exaggerated estimate of the importance of family 
history. 

Mr. R. M. Moore (Assistant Actuary, United 
Kingdom Temperance and General Provident Asso¬ 
ciation) : I feel great hesitation in speaking before 
so many distinguished members of the medical 
profession. It has seemed to me that one point 
which has not been understood between the actuary 
and the medical officer is, that the latter has not 
stated in what form the defect on the life appears, 
whether the defect is spread over the whole life, 
whether it will only affect his old age, or whether 
it will appear very soon. I think if the actuary 
had some information on these points it would 
help him a great deal in assessing the risk pro¬ 
perly. It is a frequent thing to ask a medical 
officer if he calls a life first, second, or third class, 
or uninsurable, but more often he is left to 
express his opinion in such manner as appears best 
to him. 

With regard to the term “ expectation/’ it is a 
term objected to by actuaries as being misleading. 
A better expression is “average after-lifetime.” 
So many persons of a given age between them 
enjoy so many years of life. By dividing this 
aggregate by the number of persons you get what 
is called the “ expectation.” 

With reference to Dr. Fox’s paper, I quite agree 
with him that it is incorrect to say that because a 
man has passed this “ expectation ” he ought not to 
have been charged extra. Of a number of healthy 
lives at any age, a certain number will attain their 
expectation. Supposing these lives are rated up 


ten years, a certain smaller proportion of them will 
still pass the expectation, and it is upon this 
supposition that the advanced premium is charged. 
With regard to the diminished amount assured, the 
experience of the office I am connected with does 
not show that people object to it. I should 
object to it, but the public at large do not. They 
back their own lives against the opinion of the 
medical officer. 

Dr. Mackenzie’s system has never been tried, so 
far as I am aware. I think it is a very good plan, 
but I doubt if the public would agree to pay a 
much heavier extra. It is difficult enough to get 
them to pay anything, but if you ask for three or 
four times as much, I think they will refuse. 

With regard to Sir Hugh Beevor’s remark, I think 
it would be difficult to get the information he 
spoke of from the life offices. From my know¬ 
ledge of the way in which life assurance records are 
kept, there would be a great deal of difficulty i.i 
getting it from them, as the papers would be diffi¬ 
cult of access where the life had surrendered or 
died years ago. 

Dr. Lyon : In some offices it would be very easy. 

Mr. Moore : As a rule the particulars are taken 
from the books. The records are accessible in 


small offices, but in mine it would be almost im¬ 
possible to get these particulars, as they would 
have to be obtained from documents long put away 
and forgotten. 

Dr. Mackenzie : I should like to make a few 
remarks about this deduction form of policy. I 
think it is certainly the most debatable point in 
Dr. Fox’s interesting paper. Theoretically, the 
deduction plan seems attractive in the way in 
which it affects the lives which prove themselves to 
be under average, and these only. But I think 
that the practical objections to it are almost 
insuperable. I quite agree with Dr. Hall that 
people will not be satisfied with a method which 
involves a large deduction being made from the 
amount of policy. A glance at the table in your 
handbook, sir, will show what a very large de¬ 
duction has to be made to correspond with even a 
small extra on the premium. Five shillings per 
cent, extra on the premium at age 30 means an 
initial deduction of 33 per cent., and 10 s. per cent, 
extra an initial deduction of 55 per cent, from the 
amount insured. Now, surely this absolutely 


frustrates the purposes of insurance as regards the 
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early years of life. But even from a theoretical 
point of view I think the plan is really inappro¬ 
priate. Theoretically, it only affects the actual 
lives which fall in earlier than the expectation 
period; the other lives—those which survive—do 
not pay any extra, although there was an extra 
risk really attached to them. Under the present 
mode, almost all the extra falls on the lives which 
survive, and I should like to submit a plan which 
appears to be an intermediate one between these 
two extremes. This is, instead of having an extra 
which is to be paid up during the whole of life, 
that an equivalent payable, say, for a limited 
number of years—seven or ten, for example— 
should be imposed. In this way the extra would 
be paid fairly equally by the lives which fell in 
early and the lives which survived. And if it 
were uniformly imposed we should be able to put 
on a smaller extra than was the equivalent of the 
whole life rate. For instance: at age 25, suppose 
an extra of 10 s. for the whole life were imposed, an 
extra of 23*. for ten years would probably be its 
equivalent. If that were imposed on all cases of this 
kind, where the extra risk is in the earlier years, it 
would likely be found that 20 s. for ten years would 
be quite sufficient to cover the list. There is one 
class of case, in which I think this plan would be 
peculiarly appropriate, and one which it is very 
difficult to deal with at present by means of extras. 
I refer to the class of case with a considerable 
extra risk in the earlier years, such as a young life 
with a strong family history of phthisis, and where 
the proposer wants to insure for a limited number 
of years—say seven. Rating him up ten years is 
perfectly inapplicable to such a case. Even if one 
puts on the extra, which would be added to a 
whole-life policy, that would be found insufficient, 
because, in such cases, there are no prospective 
profits to make up the loss resulting from early 
death. In this class of case the proper extra should 
be what I have just mentioned, and that is the 
equivalent extra payable for a limited period of 
years. That is to say, where, in a whole-life 
policy you should charge an extra of 10s. at the 
age of twenty-five, in this limited number of years 
you would charge an extra of about 1/. That I 
only threw out as a suggestion, and I shall be very 
glad to know what the opinion of others is as to 
the manner in which this class of proposal shall be 
dealt with. 


The President : I have only a remark or two 
to make, after the very vivid discussion which has 
occurred on these two nights. We have certain 
points of agreement, and that is very important, 
while there are some who want to modify our 
views. We are all agreed as regards the heredity 
of phthisis. Its extent may be a matter of opinion, 
but the fact remains with us, and is met with 
every day in our work. It is interesting to observe 
that this debate has centred on phthisis. I ex¬ 
pected we should discuss other impairments of 
life, but I do not wonder that phthisis has received 
such attention, because it is so frequent. We are 
puzzled by it, and we want to know what we are to 
do. We also want to know what other offices are 
doing; we want to know if we are to be outbid by 
an office on the other side of the road. Hence 
the great advantage of hearing a variety of opinions 
which have been expressed here to-night. I think 
we are agreed that there is an excess of risk in a 
young life where one pirent, if not both, or others 
of the family have died of phthisis. There is an 
element of risk which we have to equalize, and it 
is our duty to prevent the office from losing. 
What shall we do ? Several methods have been 
proposed to you to-night. There is no doubt the 
increased risk of phthisis is in early life; we are 
all agreed that hereditary phthisis strikes early: 
therefore, the early years of life are those to be 
compensated. How ? That is our problem. 
Can you assign an exact money value to it? 
From our reading, our experience, and hospital 
practice, we know that hereditary phthisis strikes 
early, that is, up to the age of thirty or thirty-five. 
On the other hand, we know that other risks occur 
at a more advanced period, such as gout, renil 
disease, heart disease, and degenerative diseases 
generally. In our discussions the deduction theory 
has met with great opposition. I am a little 
staggered myself by some of my friends’ statements. 
It is difficult, and it is rare because it is difficult, 
and has not been adopted by the great offices. 
One reason is that a man likes to understand what 
sum of money he is actually to receive at a certain 
time, or which his heirs are to receive. This 
applies also to a loan or marriage settlement, and 
the sum which is liable to be deducted is a very 
serious matter. I am afraid the deduction method 
will not be much practised. Then with an endow¬ 
ment, it means you pay up all your premiums at, 
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say, forty. Those are the very years of risk. So 
also with a man under thirty; he has to pay up 
the premiums in advance, and if there is any 
chance against him at all, most probably that will 
strike before the assigned age is reached. That is 
my great objection to endowments. It is proposed 
by the actuary, “ Would not an endowment meet 
it?” He is a young man of twenty-five, a clerk 
in an office, he only gets a fortnight holiday 
a year. No; the risk is in the years to come. 
How would you treat it ? I think Dr. Havilland 
Hall said he would not insure the life at all. I 
confess l am of the same mind. If a young man 
offers, not robust, underfed and overworked, who 
sits up late at night, gets short holidays, and whose 
father and mother have died early, I think we are 
better without him. The actuary says, “ Can you 
compensate the risk ? ” Well, I should add on a 
good sum. There is, however, another class of 
case, which we meet with every week. A robust 
man who has had a phthisical father or mother, 
who has a good chest, no illness, rides a cycle 
thirty miles with ease, who has fair holidays, is well 
fed, and accustomed to be active; what are you 
to do with him? On many occasions I have 
accepted such a one at the ordn .ry rate for a 
whole life. A truly robust man, who has arrived 
at the age of at least thirty, I think we may accept 
if he is quite free from any flaw of habits. But 
such cases are exceptional. It is the case of the 
ordinary, not very robust man, who has a phthisical 
mother, which is doubtful ; I would say, " add a 
good deal to the premium, and let the endowment 
alone.* 1 I have been shaken a good deal by the 
case of the robust man with phthisical parents. I 
have several times given way because another 
office has taken him when I have declined him. 
That is, perhaps, not a medical reason, but it is a 
very good one. If he can go over the way and 
get cheaper terms, he will go, and we are there to 
protect our employers from loss. I would scarcely 
venture to discuss or criticize many points which 
have been suggested to night. Dr. Mackenzie’s 
idea of making the increased payment extend 
over a limited number of years, sounds very well. 
Then another gentleman says they would not pay 
it. That is an objection, certainly. Then we have 
still another member, who says, “ I like being over¬ 
rated.” For myself, I would rather be a good 
average life. However, some offices might con¬ 


sider Dr. Mackenzie’s plan the most equitable and 
the most valuable. We have got to do business, 
not to theorize. That, again, is not a good 
medical reason, but it is a good paying one. It is 
quite clear, after this discussion, that we must 
be men of various resources. Individual cases 
are not alike, and you may have to use different 
modes of compensation at any time. I hope we 
shall have some remarks on subjects other than 
phthisis. 

Dr. Hingston Fox: I was much interested in 
Dr. Mackenzie’s plan, which seems, on the face of 
it, well adapted to meet this particular risk. But 
in the case of young men who come up for in¬ 
surance, it bears most hardly on just that particular 
period wherein they can least afford to pay a large 
premium. I take it, that if it were worked out 
actuarily, it would result in a very considerable 
addition of premium, possibly double. Short 
term policies were alluded to by Dr. Mackenzie 
and Dr. Williams. I understand that in these, 
the rates are so low as to cover very little risk. 
For my part, if a short term proposal came before 
me, and the life was not thoroughly sound, I should 
unconditionally decline it, unless, that is, our 
actuarial friends can supply us with some special 
terms and rates adapted to impaired lives under 
these short policies. 

1 was glad Dr. Williams, who speaks with 
authority on the question, brought forward his 
statistics to show the influence of inheritance on 
phthisis. I hope that we may consider that ques¬ 
tion to be beyond dispute. 

Dr. Hoar made reference to invalid lives. I 
was speaking lately to an old gentleman who was 
formerly secretary of the Medical Invalid In¬ 
surance Company, now long since merged in 
another office. He showed me some fiom the 
books in which they kept the rates worked out for 
different diseases, and assured me, of an experience 
of many years, that they could do a very profitable 
arid safe business on those lines. 

The President: Regarding the forms of 
medical report, the committee appointed to draw 
them up has not yet finished its labours. It has 
been strengthened to-night by the addition of three 
members ; and it would be immature to offer the 
proposed forms to you officially in their uncom¬ 
pleted form. A few proofs, however, are lying 
upon the table which may interest those present. 


[Although this Discussion'is. perhaps, outside the province 
of a journal purporting to publish only clinical lectures and 
notes, the importance of the subject of Life Assurance is full 
justification for its appearance.] 
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REVIEW. 

The Use of Shorthand by the Practitioner , 
with Examples. Issued by the Society 
of Medical Phonographers. Price $d. 
London : Sir I. Pitman & Sons, 1, Amen 
Corner. 

This sequel to The Use of Shorthand by the 
Student shows how readily shorthand lends itself 
to the needs of the busy practitioner, enabling " a 
given amount of record to be made in one-third 
the time, and with far less than one-third the 
trouble.” But volumes of notes, to be of use, 
must be available for immediate reference, and the 
writer shows how the accumulating mass of material 
may be oiganized, arranged, and indexed. The 
advantages and disadvantages of entering the notes 
in a notebook, and keeping them on loose sheets, 
to be afterwards pasted in a book, or filed in an 
index, are considered in detail, the best form of 
notebook, the most convenient sheets and the best 
pens, ink and paper being mentioned. 

Isolated facts met with in practice or reading 
are to be utilized by interleaving the favourite text¬ 
book, and recording them under the head of the 
disease to which they refer. The publication is 
well worthy of perusal, and if its schemes for the 
use of shorthand were more generally followed, the 
gain to accurate observation could not fail to show 
its effects in the better work of the practitioner, and 
in additions to the sum total of medical know¬ 
ledge. 


THERAPEUTICAL NOTE. 


Chloral Hydrate, some of its Little Known 
Therapeutic Effects. —Dr. V. de Holstein says 
(Sent. Med.) chloral hydrate is almost exclusively 
employed as a hypnotic and sedative: but it also 
possesses the power of relaxing spasmodically con¬ 
tracted unstriated muscles, and is a powerful dilator 
of the peripheral vessels, though these two properties 
of chloral are as yet but seldom taken advantage of 
by practitioners. Lately, however, chloral hydrate 
has been utilized in these capacities by Drs. P. P. 
von Robitansky and J. Pal. The former employs 
the drug, associated with iodics of potassium, in 
the treatment of bronchial asthma; while the 
latter has met with considerable success in resort* 
ing to enemata of from 1 to i£ grammes (15-23 


grains, of chloral for combating haemoptysis, a con¬ 
dition in which it is assumed that this remedy exerts 
a beneficial influence, especially by the revulsion 
which it produces in dilating the cutaneous vessels.* 
Another physician who is in the habit of employ¬ 
ing chloral hydrate as a vaso-dilating agent, is Dr. 
L. M. Cherchevsky, who combines this medicament 
with potassium iodide in the treatment of aortic 
neurism. He has found that chloral, in doses of 
15 to 20 centigrammes (2-3 grains), several times a 
day, is of great assistance to the action of the iodide 
in that it keeps up a certain degree of relaxation in 
the peripheral vessels. Dr. Cherchevsky also fre¬ 
quently resorts to chloral hydrate, in small doses 
several times daily, to counteract the coldness of 
the feet and hands, which is so disagreeable a 
symptom in certain cases of anaemia, chloroanaemia, 
and neuropathy. 

In the experience of Dr. de Holstein, of Paris, 
chloral hydrate appears also to be an excellent 
remedy in the chronic constipation frequently occur¬ 
ring in certain neuropathic patients, which is 
extremely rebellious to the usual methods of treat¬ 
ment. 

The average dose of chloral hydrate, when em¬ 
ployed as a laxative, is 1J grammes (23 grains), 
which should be taken when going to bed in the 
evening. The effect is frequently maintained for 
several days, and is the same, generally speaking, 
as that of atropine, though with the difference that 
it is more rapid, and seems to be more certain and 
more powerful than that of the preparations of 
belladonna. 

Like all other medical substances employed as 
laxatives, chloral should be prescribed only from 
time to time, in order not to accustom the patient 
to it, and thus avoid the ill-effects which may be 
brought about by a long continued use of this 
drug. 

It is self-evident, that contra-indications to the 
use of chloral, foremost among which is the exist¬ 
ence of a cardiac affection, must also be taken into 
account. Apart from this contra-indication, which 
is of capital importance, two others should also be 
kept in mind, osacea, or tendency to this affection, 
and hysteria of a grave nature. Chloral, in fact, 
easily produces congestion of the face, and thus 
favours the production of rosaceous hyperemia; on 
the other hand, in hysterical patients it may deter¬ 
mine paroxysms of delirium and hallucinations. 
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By THOMAS BRYANT, F.R.C.S, 

Late President of the Royal College of Suigeons. 


Gentlemen, —My lecture to-day will be a clinical 
demonstration of three very instructive cases. 

Case 1.—An infant aged two months was 
admitted here with a large swelling, apparently 
Occupying the whole of the left thigh. It was born 
naturally, and remained well for three weeks, when, 
without any assignable cause, the left thigh began 
to swell, and with this swelling there was consider¬ 
able local pain and general febrile disturbance. 
The swelling rapidly increased, and the child’s 
general condition began to suffer. It was conse¬ 
quently brought here. Now, let us consider what 
we should have thought of the case had we been 
confronted with it at that time. With such a swell¬ 
ing,^which had formed rapidly, and was accom¬ 
panied with febrile disturbance, we should at once 
have assumed the case to be of an inflammatory 
origin, and the swelling existing in the thigh would 
have pointed to its seat. But of what tissue? 
would have been the question before us. That 
it was not of the skin was palpable, for this tissue 
looked normal, if stretched, although probably the 
veins were full ; and the skin would have been 
hot. 

That the inflammation was not of the muscles 
seemed equally sure, for such an affection in an 
acute form is rarely met with. Was it therefore an 
inflammation of the deep connective tissue of the 
part, or of the periosteum or bone ? 

When I was a young student forty years ago, my 
teachers would have called the case one of phlegm¬ 
onous inflammation of the deep connective tissue of 
the limb of an erysipelatous character, and would 
have so treated it; that is to say, they would have 
locally applied poultices, and given opium to 
soothe pain. When the abscess pointed, they 
would have opened it and evacuated the pus; and 
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when, by the lapse of time, bone was evidently 
exposed, the surgeon of that day would have ex¬ 
plained the fact by regarding this condition as due 
to extension of the inflammation to the bone. He 
would not have thought of the bone being the 
primary seat. 

We now know that such an aspect of the case is 
wrong, and that the inflammation must have origi¬ 
nated in the periosteum or bone itself; and that the 
case must be described as one of acute Periostitis 
or Ostitis (this latter term being preferable to that 
of Osteo-myelitis, which is so commonly employed), 
ending in Necrosis. 

Let us now recur to the condition of the child on 
admission, five weeks after the disease had com¬ 
menced. We are told that two weeks before 
admission, or, as I prefer to put it with a view of 
impressing you, three weeks after the commencement 
of the disease , an opening had been made and pus 
evacuated. Let me call your attention again to 
this statement, not until three weeks after the com¬ 
mencement of the disease was the limb incised. 

On admission “ the left thigh was greatly en¬ 
larged, and hard to the touch. Through a sinus 
which opened on the front of the thigh a probe 
passed two and a half inches upwards and back¬ 
wards. The skin was normal in appearance. The 
patient was anaesthetized, and free incisions were 
made. The little finger passed through a cloaca in 
a large shell of bone, but no loose bone was felt. ,, 

* Note here that the cloaca was through a shell of 
bone, which had been formed in five weeks. With 
such extra facts as these just related, the true nature 
of the case becomes clear; and it must be described 
as one of acute inflammation of the bone, in which 
the bone died, whilst the periosteum, which was but 
slightly involved, rapidly formed a shell of new 
bone. But it may be asked, Why did the bone die? 
Why did it die so rapidly ? The ordinary answer 
to the first question would be that the blood-vessels 
became so compressed by the inflammatory pro¬ 
ducts poured out that they could no longer convey 
the blood to the bone, and so it perished from 
starvation. Is this true ? Is the pathology of bone 
inflammation different from that of other tissues ? I 
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think not. We know that in death of a lobule of a 
lung, or death of skin from inflammation, the parts 
die from thrombosis of their capillaries and blood 
stasis. Doubtless this is also the case in death of 
bone. This further explains why death of bone is 
a rapid process. But to return again to the case 
before us : it is to be observed that there is free 
movement at the knee and hip joints, showing 
that the epiphyseal ends of the bone are unaffected, 
and that the disease is limited to the shaft. We 
can now therefore complete our diagnosis, and 
say that the case is one of acute ostitis of the 
shaft of the left femur, followed by death of the 
bone. 

The treatment of the case will now claim atten¬ 
tion ; but before we consider it, allow me to impress 
upon you the great importance of your making in all 
cases a diagnosis before treatment is commenced. 
In the early stages of many diseases, before the 
symptoms have developed, this may be difficult; but 
nevertheless it is all-important that one should 
attempt to make, at any rate, a working diagnosis . It 
is true this working diagnosis may be only provisional, 
for if a new fact appears it may have to be altered, 
and with the alteration of (diagnosis the treatment 
may require modification. Nevertheless a diagnosis 
of some kind must be made, to enable you to treat 
your case in a scientific way. 

In the instance before us, how ought the case to 
have been treated ? What should have been done 
in the early days of the disease ? What should be 
done now ? 

In the early days of the disease, when there was 
considerable effusion into the deep structures of the 
limb, giving rise to great tension, we may be sure 
that the correct treatment would have been to make 
a free incision down to the bone so as to relieve this 
tension and allow of the escape of the pent-up 
fluids. By this treatment the progress of the disease 
might have been arrested and the extent of the 
disease limited. The incision indeed could hardly 
have been made too early; it certainly should have 
been made before pus had formed, and in the 
pathological stage of blood or serous effusion. To 
have postponed the incision for three weeks, as was 
done in the case we are considering, was, if it could 
have been avoided, a great error, for in that time 
the acute inflammation had done its worst, and 
extensive death of the inflamed bone had taken 
place. So much for the early treatment of the case. 


Let us now consider the treatment of the case as it 
appears before us at the present time. 

When the disease has existed for four months, 
and it is evident that much dead bone exists, with 
considerable formation of new bone, the questions 
arise, is the dead bone loose ? and if so, should it 
be taken away ? Tnat the dead bone is loose there 
can be little doubt, for in acute necrosis, the ulcer¬ 
ative action which separates the dead from the living 
bone is, I think I may say, always an active process; 
and a mass of dead bone is, as a rule, separated 
from the living bone in six or eight weeks from the 
time of its death. Under these circumstances, it 
would therefore seem right, that the dead bone in the 
case before us, which is to be regarded as a foreign 
body, should consequently be removed as speedily as 
possible. But if this were done harm would follow, 
as the shell of recent periosteal formed bone which 
exists has not sufficiently hardened into bone tissue 
to act as a sufficient support to the limb and main¬ 
tain its shape. Were it a case of necrosis of either 
tibia or fibula respectively, or of either the Radius 
or Ulna respectively, it would be different, as the 
sound bone would be sufficient to support the 
limb; but where the disease is that of a single 
companionless bone, as in this case, we must wait 
until the freshly developed periosteal bone can 
assume the place of the dead portion. 

In conclusion, let mi point out a very important 
lesson we may learn from this case. When called 
to see a case of febrile disturbance of a doubtful 
nature, either in infants, children, or adults, but 
especially during the age of growth, carefully 
examine the limbs, and particularly the long bones, 
for swellings. I have frequently, in my experience, 
been called in to see young people, supposed to be 
suffering from acute rheumatism, which did not 
yield to any of the ordinary remedies, and h ive on 
examination of the limbs, ascertained that it was 
a case of ostitis or periostitis. Such a mistaken 
diagnosis is very serious, inasmuch as it means 
precious, very precious, time lost in relieving ten¬ 
sion by early incision, and thus preventing extension 
of the disease. 

Case 2.—A boy, aet. three years, comes before us 
with enlargement of three or four of the phalanges 
of both hands, and in two or three of the phalanges 
there is an opening, through which a probe feels 
bone, and from which a sticky, glairy discharge 
escapes. The child has by no means an unhealthy 
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appearance. The trouble commenced when he was 
about one year old. It has therefore existed now 
for two years; and the evidence clearly shows it to 
be of a chronic inflammatory nature. In this case 
there can be no doubt that the bones, together 
with the periosteum covering them, are the seat of 
the trouble. 

Has it a local origin ? or is it the result of some 
constitutional taint ? That is to say, is it of a tuber¬ 
cular or a syphilitic nature? That the trouble had 
a local origin was fairly negatived by the fact of so 
many bones being involved ; and also from the age 
of the child ; for the only local cause is likely to be 
traumatism, and from such a babe is fairly guarded. 
The conclusion is consequently tolerably clear, 
that its cause is constitutional. If we look at him 
carefully do we find anything suggestive of a par¬ 
ticular diathesis ? There is nothing in his appear¬ 
ance suggestive of tubercle, and there is nothing in 
his appearance suggestive of hereditary syphilis. He 
is too young to show any indications of this affec¬ 
tion in his eyes or teeth, as such do not show them¬ 
selves for another few years, and there is nothing in 
the shape of his face to support either view. On 
inquiring into the family history there are several 
suspicious circumstances. His father was an inmate 
of the institution three times in all, for what was 
treated as syphiloma. He died here, and the cause 
of death was said to be glioma. His mother also 
died in this institution, the cause of death in her 
case being phthisis. We may take it then that the 
cause of the trouble is chronic inflammation of the 
bone of a syphilitic nature in which there is a gum¬ 
matous deposit which is undergoing caseous de¬ 
generation, and producing molecular death (caries) 
of the affected bones. 

For the treatment of this case we must.adopt a 
general one to improve the child’s health, *and a 
local one to get rid of this deposit, and thus antici¬ 
pate the somewhat slow process which is pursued 
by Nature. Tonics, fresh air, good food, and whole¬ 
some surroundings fulfil the first; and scraping, 
with some spoon, the cavities in the bones will pro¬ 
bably fulfil the second. If not, the removal of the 
bone or finger may be expedient. If we were sure 
that the constitutional cause was of a tubercular 
nature, the sooner the local disease is taken away 
the better; for it is now a well-recognized principle 
of practice to remove all local tubercular deposit as 
soon as possible, to guard against the dissemination 


of the local disease. In hereditary syphilis the same 
rule is not so binding, but it is expedient to follow 
it as much as possible. In the case before us I 
should certainly do so. 

Case 3.—This is a very interesting case, which 
differs widely from the two I have brought before 
you. It is the case of a man set. 74, who was 
admitted on September 28th, 1892, for some ulcer¬ 
ation of the gums of the lower incisor teeth, 
spreading forwards to* the lower lip and backward 
towards the floor of the mouth- There was likewise 
a small circular sore one-third of an inch in dia¬ 
meter, with raised edges, and indurated base, and a 
dry surface, on the left half of the lower lip. This 
appeared many weeks after the soreness of his 
gums. There is no history of syphilis. It seems, 
on going into his history, and on seeing him 
masticate, that he has been in the habit of biting 
with his front teeth, and with the gums when his 
teeth had disappeared, so that about five months 
ago the gums became sore. At that time the 
ulcerated parts were said to have been inflamed 
and soft, and it has only been during the last two 
months that they felt as though they were hard 
and indurated. 

What is the nature of the case ? As we see it 
now I do not think there is much room for doubt. 
For the ulcer on the lip, which presents none of 
the locil phenomena of inflammation and has no 
granulating surface, is clearly due to new growth 
and its subsequent breaking down. Its raised and 
elevated edges, indurated base, and dry irregular 
surface, could not be brought about by any other 
cause ; that is, by any other than a chronic infiltra¬ 
tion of the tissues involved with epithelial elements, 
and their subsequent breaking down, by the nutri¬ 
tion of the growth being interfered with from the 
progressive obstruction of the capillaries of the 
part by the multiplication of the epithelial cells in 
the infiltrated tissue. 

With respect to the gums I believe another 
explanation has to be found, for it seems tolerably 
certain that at first the ulceration was of an inflam¬ 
matory nature, brought about by local irritation, 
and that it was by the persistence of this irritation 
the epithelial elements subsequently formed in 
excess, and converted what was at first a simple 
inflammatory induration into what is now an epi¬ 
thelial cancer. The constitutional tendency for the 


development of epithelial disease, Indicated by the 

Digitized by Google 



268 The Clinioal Journal.] DB. LIES—THE ICEBAG AS A THERAPEUTIC AGENT. [August 28, 1895. 


growth on his lip, is showing itself in the gums, as a 
direct consequence of local irritation; the case 
being similar in its nature to that of a chronic ulcer 
on a limb, or of a syphilitic tongue, taking on at a 
late period an epitheliomatous action. As a final 
remark I should also like to point out that it is very 
rare for epithelioma to appear at the same time in two 
different parts. Such cases do occur; I have seen 
several, but they are not common. In sweeps, and 
in those working in gas works, you may occasionally 
meet with a case in which are scattered over the 
whole body epithelial infiltrations of every grade, 
from a mere thickened discolouration of the skin 
to a distinct warty growth, and so to a typical 
epithelial ulcer. 


THE ICEBAG AS A THERAPEUTIC 
AGENT. 

By D. B. LEES, M.A, B.Sc., M.D , F.P.C.P. 

Formerly Scholar of Trinity College, Cambridge; Physician 
to St. Mary’s Hospital and to the Hospital for Sick 
Children ; Examiner in Medicine, Conjoint 
Board for England. 


The value of the icebag in therapeutics is still very 
inadequately recognized. Tradition sanctions its 
employment for the arrest of haemorrhage in 
haemoptysis and in typhoid fever, though its utility 
in these conditions is open to question. But in 
visceral inflammations, with the single exception of 
meningitis, it has been avoided, and even imagined 
to be dangerous. Moist warmth has been relied 
upon to relieve pain and to dilate the superficial 
blood-vessels, so that the application of poultices 
has long been the routine treatment of visceral 
inflammations, and a diagnosis of pneumonia, 
pericarditis, pleurisy, or peritonitis appears to the 
majority of practitioners an irresistible call for 
poultices. But the reign of the poultice has nearly 
ended. In surgery it has been almost banished by 
the antiseptic, and still more by the aseptic measures 
which have, during the last fifteen years, completely 
transformed surgical treatment. In medicine it 
still exists in some quarters as a survival—not of 
the fittest, for in medical cases in which moist 
warmth is desirable, hot moist flannels, with or 
without the addition of turpentine, are usually to 


be preferred. But it will soon, I believe, be 
generally recognized that many visceral inflam¬ 
mations ought to be treated, not with warmth, but 
with the local application of cold, precautions 
being, of course, taken to prevent any undue 
chilling of the body generally. 

My first experience in the use of the icebag in 
pneumonia was in January, 1885,* and the re¬ 
markable benefit which followed, when it replaced 
the poultices employed during the first two days 
of treatment, impressed me greatly. And in this 
first case I noted a fact which I have often ob¬ 
served subsequently, and which is of the greatest 
importance in an estimate of the value of this 
treatment, the fact that where the icebag had been 
applied there was produced a rapid improvement 
in the physical signs, although at the same time 
the disease was still present, and sometimes even 
extending, in other parts of the lung. 

In the “Lancet” for November 2nd, 1889, I 
published an account of eighteen cases of Lobar 
Pneumonia and Bronchopneumonia treated with 
the icebag, all of which recovered. In that paper 
I drew attention to the fact that the improvement 
caused by the icebag was not simply a reduction 
of temperature (though that often occurred to the 
extent of three or four degrees), but was also a 
remarkable diminution of the physical signs over 
the diseased area and an amelioration of symptoms. 
I will here quote two of these cases to illustrate 
this statement:— 

“ Case 15.— Mary A - , aged twenty, admitted into 

St. Mary’s Hospital, May nth, 1889, on the fourth day 
of a pneumonia commencing at the right apex. She had 
a most unfavourable family history. She stated that her 
father suffered from asthma, that her mother had died of 
‘galloping consumption,’ that she had lost ten brothers and 
sisters, and that, of the three who survived, two suffered 
from consumption. She had herself spat blood at times 
during the last two years. She had also suffered from * fits ’ 
for four years, and the onset of her pneumonia was marked 
by a fit instead of a rigor. I saw her first on the fifth day 
of her illness, and found evidence of pneumonia at the right 
apex, with temperature 104°, pulse 128, and the respirations 
48. 

“ An icebag was applied over the affected apex at noon. 
At 6 o’clock the next morning the temperature had fallen 
four degrees, but in the course of the day it rose again to 
102 0 . The pulse remained at 130, but the number of 
respirations had risen from 48 to 74, and some cyanosis 
had appeared. The upper part of the right lung, both in 
front and behind, was now dull, as far down as the angle of 
the scapula. On May 14th, the seventh day of her illness, 
the temperature was still only at 102*5°, though the pulse 
was nearly 130, and the number of respirations had risen to 
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100. The right lung seemed now to be involved in its 
entire extent. Both cheeks were markedly cyanofced, and 
the sputum, which was scanty, very viscid, and a little 
aerated, was of exceedingly dark colour, almost black, the 
‘prune-juice* expectoration of admittedly evil omen. 
A much larger icebag was now obtained, capable 
of surrounding the whole right chest, and this was applied 
at 5 p.m. Four ounces of brandy daily were ordered for 
her, and an ether and ammonia mixture every four hours. 
On the next day, the eighth, the temperature ranged 
about a degree lower (1015°), the pulse remaining at 120, 
and the respirations still from 88 to 100. But it was 
observed that the sputum was distinctly less dark, and, at 
the same time, less viscid and more abundant. On the 
ninth day the temperature, pulse, and respiration remained 
about the same, but an extraordinary improvement 
had occurred in the physical signs. There was now very 
fair resonance over both back and front of the right lung 
down to the angle of the scapula, with large moist rales in 
front, and smaller riles with more natural breathing be¬ 
hind. Below the angle of the scapula there was dulness, 
with fine moist rales, both inspiratory and expiratory. 
There was still further improvement in the appearance of 
the spuium. 

“ On the tenth morning I found that though the tempera¬ 
ture had been even a little higher (103''), and was still 
ioi°, and the pulse and respiration were respectively 120 
and 86, the improvement in the physical signs were still 
more marked. 

“ My note was * Very fair resonance behind, even to the 
base ; some impairment in the axillary region from the 
posterior to the anterior axillary line. Over the front, 
resonance good as far as the nipple. Over the whole lung 
bubbling sounds can be heard, moderately loud, and of 
double rhythm. Cheeks bright coloured.’ Between 6 
o’clock and 10 that evening the temperature suddenly fell 
from ioi° to 97 0 ; the crisis had arrived, and the icebelt 
was removed. After this convalescence was complete. It 
must be allowed, I think, that in this case the ice was of 
the greatest service; it is hardly too much to say that it 
saved the patient’s life. The condition on the seventh 
day, when the large icebelt was applied, was most 
alarming. The entire rl^ht lung was consolidated, and the 
dyspnoea, the cyanosis, and the ‘prune-juice* expec¬ 
toration indicated the gravity of the prognosis. Seven¬ 
teen hours after its application a distinct improvement 
was observed in the sputum and in the hue of the 
cheeks. Next day a very extensive change for the better 
had occurred in the physical signs, and this improvement 
advanced rapidly. It had attained a most remarkable 
degree before the crisis occurred. It is surely uncommon 
in pneumonia for manifest improvement in physical signs 
to commence thirty-six hours before the crisis, and in this 
case it seemed certainly due to the local influence of the 
ice. The comparatively low range of the temperature 
throughout (after the ice was applied), should also be 
noticed.** 

“Case 16.—Harry D-, seven years "old, an inmate of 

the Highgate Branch of the Children's Hospital, with a 
retracted right chest, due to former empyema, the right lung 
being entirely collapsed (as was found on post-mortem 
examination some months later), was taken ill on June 22nd, 
1887. I saw him next day, and found his temperature 104°, 
pulse 160, respiration 56. Feeling sure, though I could not 
prove, that pneumonia of the left, the only working, lung was 
commencing, I had an icebag at once applied over it. The 
temperature fell 4 0 before the next morning, but gradually 
rose again, not attaining the same height, however, lor forty- 
eight hours. On the third day of his illness I detected a 
small area of dulness over the root of the left lung, and at 
this spot bronchial breathing. He complained of pain at 
the epigastrium, and 1 noticed that his lips and cheeks were 
already livid. This was not surprising, for his other lung 
was useless. The prognosis was evidently most grave, and 
might even have been looked upon as hopeless. Next day, 


the fourth, the dulness was more extensive, being now four 
fingers’ breadth in diameter, and albuminuria was present, 
but the complexion was not more blue than yesterday, and 
the boy seemed a little stronger. The icebag had been per¬ 
sistently applied. Pulse 160, respiration 60. On the fifth 
day the dulness was decidedly less, measuring now only two 
fingers* breadth, and the temperature was lower, ranging at 
about 102°, pulse 152, respiration 58. Epigastric pain con¬ 
tinued. The sixth day resembled the fifth. On the seventh 
day the temperature fell to normal, and the icebag was 
removed. 

Pleuritic friction could now be heard over the dull area 
and below it. The pleurisy kept his temperature a little 
raised for a few days, but it gradually subsided, without 
effusion of fluid, and the boy returned to his condition before 
the pneumonia. By-and-by he was able to go home, but 
three months later he came back to Great Ormond Street, 
and died there from cardiac failure. Post-mortem examina¬ 
tion showed that the jright lung was completely collapsed, 
the right side of the heart greatly dilated, and the tricuspid 
valve incompetent, the left auricle and ventricle and mitral 
valve being normal. 

“ The left lung was very voluminous; it was healthy 
except for some very old cretaceous and calcified tubercle at 
its apex; there were comparatively r.ceni pleuritic adhesions 
ever the left lower lobe. In this case it is hardly possible to 
doubt that the icebag saved the boy*s life in a condition 
otherwise hopeless.” 


Since the publication of these cases I have con¬ 
tinued to use the icebag in the treatment of 
pneumonia, and am satisfied that in addition to its 
beneficial action in the reduction of temperature, 
it does tend to check the local inflammation of the 
lung. And no difficulty need be felt in accepting 
this statement on the ground that pneumonia is a 
specific disease, due to the presence of micro¬ 
organisms, for Dr. Burdon Sanderson stated in his 
Croonian Lectures (“B.M.J.,” Nov. 28, 1891, p. 
1137) that “the pneumococcus is one of the 
most remarkable microphytes known ; first, because 
under certain conditions it is so extremely virulent, 
but secondly, because it exemplifies the general 
principle that virulence is one of the most variable 
attributes of a microphyte —one which is most 
affected by its environment.” Hence it is readily 
conceivable that an alteration in the environment, 
produced by the persistent application of cold, may 
be a powerful factor in checking the growth of the 
specific organism. I do not, of course, claim that 
it will save every case of pneumonia : many of 
those due to influenza or alcoholism, or of septic 
origin, are hopeless under any kind of treatment. 
But I believe that it is capable of saving some lives 
which would be lost if fomentations or poultices 
were employed; that it reduces the severity ot 
symptoms, relieves pain, gives comfort to the 
patient, and brings about an earlier and a more 
rapid convalescence. The relief of pain is often 
very striking, and not unfrequently, after the removal 
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of the icebag, patients ask for its re-application, on 
account of the comfort they experience from its 
presence. A few months ago I saw, in consultation, 
a lady of 62 suffering from pneumonia, whose con¬ 
dition was critical, and growing worse. With some 
reluctance, on account of her age, I suggested 
that the poultices should be replaced by an icebag, 
and I arranged to see her again three hours later, 
to watch the effect. The change was carried out, 
and to my inquiry how she liked the ice, she 
replied with emphasis, “ It's delicious ! *' When I 
removed the ice in order to examine her chest, she 
exclaimed, “ I must have my bag- again ! ” Her 
improvement commenced with the application of 
the ice, and she was soon convalescent. 

In acute pleurisy, apart from pneumonia, the 
icebag is often very helpful : it quickly relieves 
pain, and has often seemed to cut short the 
disease. Its action may be aided by tightly strap¬ 
ping the affected side, so as to restrain the 
movements of respiration, the bag or bags con¬ 
taining ice being then applied over the strapping. 
If the symptoms are very acute, it is useful to 
commence the treatment by the application of a 
few leeches. When a serious effusion has occurred 
into the pleural cavity, before the case came under 
treatment, I have seen the use of an icebag 
apparently of great service in hastening ab¬ 
sorption. 

Pericarditis I find as amenable as pleurisy to the 
local influence of ice, and I have related seven 
cases thus treated in a paper read at the Notting¬ 
ham meeting of the British Medical Association. 
Pain is rapidly relieved, the extent and loudness of 
the friction rub quickly diminish, and effusion is 
checked. I have more than once seen pericarditis 
treated by the icebag subside without any 
enlargement of the area of cardiac dulness. The 
pulse becomes stronger and less frequent, the 
dyspnoea lessens, and it is clear that the local 
influence of ice on the heart in pericarditis is not 
depressant, but decidedly tonic. In conversation 
recently with Dr. Leech, Professor of Therapeutics 
in the Victoria University, I was interested to find 
that he also had observed, and was much im¬ 
pressed by, this tonic influence of the icebag in 
pericarditis. 

I have even seen a recent pericardial effusion 
rapidly absorbed beneath an icebag : in this case 
the diminution of the increased praecordial dulness 


was di^inctly made out within a few hours after 
the application of the ice, and it steadily continued. 
In pericarditis it is impossible to explain the im¬ 
provement caused by the ice as being due to 
mere reduction of temperature; for in pericarditis 
this is often not much raised, and it is sometimes 
very little depressed by the icebag which produces 
so much improvement in the physical signs. And 
if it be true that the local application of ice does 
diminish the violence of a pericarditis, it is a fact 
of the greatest possible importance in practice. 
Pneumonia, on recovery, leaves the lung little the 
worse, but pericarditis is apt to involve and 
damage the muscular structure of the heart, 
causing permanent dilatation of the cardiac cavities, 
especially of the right ventricle, and a case of 
“ cured pericarditis ” is, in very many instances, a case 
of crippled heart. Hence it is of the first import¬ 
ance to arrest a pericarditis as soon as possible, 
and from this point of view I believe that the use 
of ice will be found a very great gain. Experience 
is as yet too limited to warrant any definite state¬ 
ment about the after-history of these cases; but, 
from what I have already seen, I feel confident 
that it will be found in the future that the use of 
ice in the treatment of a case of pericarditis will 
often have the result of preventing the loss of many 
years of the patient’s life. 

With regard to peritonitis I have little to say, but 
I will point out that the local application of an 
icebag is often of great benefit in the less acute 
inflammations of the vermiform appendix (“ peri¬ 
typhlitis ”). In the more severe cases of this kind, 
where decided symptoms of peritonitis are present, 
no time should be lost in any palliative treatment, for 
such cases are generally the result of the perforation 
of the appendix by a concretion, with an acute local 
abscess, and if not operated on are rapidly fatal. 

I have had five cases of this kind under my care 
during the last three years: the first was not 
operated on, and died in three days from the earliest 
symptoms ; the other four were submitted to opera¬ 
tion within a few hours after admission to hospital. 
All of them were found to have the condition above 
described ; all four recovered rapidly and com¬ 
pletely. (See “Clin. Trans.,” 1892, p. 135.) 

But where the inflammation of the appendix is 
less acute, the local application of ice often pro¬ 
duces very rapid relief of pain and diminution of 

the swelling. Anyone who watches the effect of 

Digitized by VjOOV? LC 



The Clinical Journal.] DB. LESS—THE ICEBAG AS A THEBAPEUTEC AGENT. [August 28 , 1895 . 271 


the icebagon this purely local inflammation will be 
prepared to accept its local influence in pericarditis 
and in pneumonia. 

In catarrhal laryngitis the icebag quickly reduces 
the congestion, and thus diminishes the urgent 
symptoms; even in diphtheritic laryngitis it some¬ 
times has given distinct relief. 

It is not necessary for me to advocate the 
employment of the icebag in meningitis, but I 
should like to mention a case of posterior basic 
meningitis in a young girl recently under my care 
at the Hospital for Sick Children, in which ice 
applied to the occiput and nape of the neck had 
more influence in checking obstinate vomiting than 
all the drugs and other means which were used. 

In infantile paralysis, if seen within forty-eight 
hours after the onset, an icebag applied over the 
affected region of the spine may be expected to 
render good service. It is not often that these 
cases are brought to a hospital sufficiently early to 
give this treatment a chance, but 1 can remember 
one case at least in which it was apparently very 
successful, the resulting paralysis being very 
limited. 

I will say nothing of the employment of ice in 
the treatment of orchitis, and of some cases of 
hernia, for of this I have no experience; but I 
must not omit to point out the benefit which may 
be obtained from it in recent cases of sciatica. It 
is now well understood that sciatica is usuilly not 
a neuralgia but a neuritis, that it is due to a local 
affection of the nerve trunk. Hence, it is not 
unreasonable to expect thtf an icebag applied over 
the inflamed part may do good. O.i two or three 
occasions I have seen very rapid improvement 
produced in this way. One such case I will briefly 
narrate:— 

41 Thomas A-, 27, printer, admitted into St. Mary's 

Hospital, July 2nd, 1890, for sciatica of twelve days’ dura¬ 
tion. O.i thi 19th of June he had sat on a wet seat 
outside an omnibus; the sciatica began next day. On 
admission, pain worse behind trochanter, passing down 
thigh and leg to the foot. Says this limb feels numb. 
He has already had lour blisters, but these have given no 
relief. A11 icebag was applied behind the trochanter. 
The next day (July 3rd) improvement was noted ; there 
was less pain, and less tenderness where the ice had been. 

A second icebag was placed over the nerve lower down. 
In five days (July 7th) he was nearly well ; the tenderness 
behind the trochanter and behind head of fibula had 
vanished ; still ‘ a little sore ’ over gluteal region above the 
trochanter. The patient was allowed to get up, and a 
belladonna pla.>Ur applied. On July 12th lie was‘quite 
well.’ ” 

Where the sciatica has lasted for several weeks 


one can hardly expect much benefit from the ice- 
bag, yet I have seen it give marked relief (not 
cure) in a case of three months’ standing, the 
patient having been in bed for a fortnight, and 
having had morphine injections three times, acu¬ 
puncture three times, and eighteen flying blisters— 
all without benefit. The application of ice quickly 
“ deadened ” the pain, and enabled him to sleep. 
The improvement continued, and further benefit 
was obtained by massage. 

In inflammatory conditions of the eye the value 
of iced applications is now generally recognized. 
My colleague, Mr. Silcock, informs me that they 
give the greatest relief in some cases of purulent 
conjunctivitis and of traumatic iritis, and that 
they are frequently employed as a means of 
preventing the occurrence of iritis after opera¬ 
tions for cataract. 

I may add a few words about the difficulties 
that may be encountered in ’endeavouring to use 
this method of treatment. In country districts it 
may be impossible to procure a supply of ice in 
summer; in town it may always be obtained from 
a fishmonger. The block of ice needs to be 
broken up into small masses; this can easily be 
effected by means of a hammer and a pin. If an 
icebag is not at hand, it is usually possible to 
obtain a waterproof sponge-bag. Two or three 
new sponge-bags should be procured, and the 
larger the better; as a rule two such bags are 
needed at once. When the bag has been loosely 
filled with small masses of ice, its mouth must be 
firmly tied, in order to prevent any escape of 
water. It is sometimes almost impossible to hinder 
this altogether, but a soft absorbent towel may be 
placed all round the bag. This difficulty led me 
to give a trial to Leiter’s coiled tubes, but I 
found them irksome to the patient, and not so 
efficient. 

Another difficulty is that of keeping the icebag 
in its proper position, especially when the patient 
turns in bed. Any such movement is apt to dis¬ 
place the bag from its contact with the wall of 
the thorax, and sometimes to invert it, and thus 
favour the escape of water and wetting of the 
bed-clothes. Often it is possible to prevent these 
undesirable results by fixing the bag in its proper 
position by a few turns of a light bandage, but if 
there is much dyspnoea this may not be possible, 
and we must then rely on the carefulness and sVlUY 
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of the nurse, who will alter the position of the ice- 
bag when the patient moves in bed. This difficulty 
is less serious than might be imagined, because the 
soothing effect of the cold application diminishes 
restlessness, and enables the patient to lie more 
quietly. 

If there is great local tenderness which resents 
even the light pressure of the icebag, suspension 
should be tried, but in this case the nurse must 
take especial care to see that the suspended bag is 
kept actually in contact with the surface. 

There is not usually any difficulty in persuading 
patients to allow the application of an icebag, and 
after trying it for a time they are generally well 
pleased with it. Twice I have known it to be 
thrown off after a few minutes, in the delirium of 
pneumonia, and occasionally the patient has 
objected to the constraint of position which it had 
involved, and which might probably have been 
avoided if he had been the sole charge of the 
nurse, but as a rule the icebag gives comfort, and 
often it affords great relief. I can remember only 
one patient who, though doing well, objected to 
the treatment throughout. 

There may sometimes be greater difficulty in 
private practice in persuading the friends of the 
patient to sanction the use of treatment so opposed 
to traditional notions, but, as a matter of fact, I 
have not in consulting practice found this to be a 
real difficulty. Still there is no doubt that the 
general practitioner must act warily in such a 
matter, and must remember that if recovery does 
not follow, he may be unjustly blamed. 

Any real harm from the use of icebags may 
always be avoided by efficient nursing. In the 
case of an infant or young child the temperature 
should be taken hourly and the icebag removed 
when the temperature falls to ioo°, and replaced 
when it again rises to 102 0 . At the same time the 
child’s legs and feet should be wrapped in hot 
moist flannels, and it may even be desirable to 
apply warm fomentations to the abdomen. 

In adults also, similar applications, or a hot- 
water bottle to the feet, are often of service, and 
dilatation of the cutaneous blood-vessels may be 
brought about by the use of such remedies as 
jaborandi, alcohol, and nitro-glycerine. 

Special care must of course be exercised in the 
use of ice for aged or debilitated patients. But 
the case above narrated of the lady of 62, who 


found the icebag “ delicious,” shows that even at 
this period of life benefit may be derived from its 
employment. And even in such depressed con¬ 
ditions as influenza or alcoholism, it is possible to 
use this form of treatment with advantage, and my 
friend, Dr. Sansom, of the London Hospital, lately 
told me of some apparently quite hopeless cases 
of alcoholic pneumonia under his care which had 
recovered after treatment with ice. 

In such conditions the subcutaneous injection 
of strychnine will be found of considerable assist¬ 
ance, commencing with two minims of the official 
solution three times daily, and pushing up the dose 
to six or eight minims, if no twitching of muscles 
is observed. 

The length of time for which the use of the ice- 
bag should be continued in any particu'ar case, 
must be decided by the progress of the disease and 
the general condition of the patient. 

Sometimes it is desirable to use it for a few 
hours, and then remove it for an interval longer or 
shorter, as the symptoms may suggest. Thus it 
may be applied for four hours, then removed for a 
like period, and then again applied, and so on. 
Or it may be used for longer periods during the 
day, and removed at night. Each case demands 
a sound judgment on the part of the physician. 
Sometimes it may be continuously applied for a 
considerable period, such as two or three days or 
even longer, without intermission. 

Thus, in one of the cases of pericarditis above 
referred to, the subject of which was a girl of seven 
years of age, the icebag was kept in position over 
the heart for the greater part of twelve days, in 
fact during 186 out of the 288 hours, commencing 
with a continuous application of 62 hours: the 
child liked the icebag, and the final result was 
most satisfactory. 

The employment of this remedy no doubt calls 
for care and watchfulness on the part of both nurse 
and physician, but with reasonable caution it 
involves no risk, and it is capable of rendering the 
most effectual service. 


Cholilithiasis. ( Dujardin-Beaumctz) : 
ft Sodae Salicyl. ... i.. Jss 

Aquae .Jviij 

M. F. mist. One dessertspoonful after meals. 
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A CLINICAL LECTURE ON DILA¬ 
TATION OF THE UTERUS. 

Delivered at University College Hospital by 

Sir JOHN WILLIAMS. 

'Phis patient was in the hospital last December 
suffering from uterine haemorrhage. She was pre¬ 
maturely confined in the previous February, made 
a good recovery, and was well until August, when 
she began to bleed at short and irregular intervals 
—the loss being at times profuse, at others scanty. 
In November the flow became more or less con¬ 
tinuous, and on her admission she lost freely. 
The uterus was dilated by means of bougies, and 
curetted. She remained in the hospital for a 
short time, but the bleeding, although much 
diminished, did n >t entirely cease until six weeks 
afterwards. In April, however, the bleeding 
returned in considerable quantity, and she was 
readmitted on April 26th. The uterus was some¬ 
what low in the pelvis, retroverted, (freely mov¬ 
able, but not enlarged. The cervix was lacerated, 
and the external os uteri was patulous, admitting 
the finger to the root of the nail. Although the 
cavity of the uteius was scraped in January, yet I 
think it right to repeat the operation, but I also 
wish to explore the cavity with my finger. Tents 
were therefore introduced last night, and I will now 
proceed to dilate further with bougies, so that I 
may effect my object. On exploring the cavity 
with my finger I find nothing to account for the 
hemorrhage. Nothing abnormal can be felt in 
the interior of the organ—the surface appears to 
be everywhere smooth and healthy. I am, how¬ 
ever, not able to explore the cornua. I will, there¬ 
fore, curette these parts. You see that from both 
cornua I remove fungosities or thickened mucous 
membrane. I have in this instance selected the 
use of tents, followed by that of bougies, because 
I wished to introduce my finger to explore the 
uterine cavity. There are several methods which 
are in use for dilating the uterine canal, and the 
choice of means should depend upon the object 
with which the dictation is undertaken. These 
objects are the relief of dysmenorrhcea, the cure of 
sterility, the exploration of the uterine cavity and 
removal of intra-uterine growths, the treatment of 


disease of the interior of the uterus by means of 
drugs or the curette, the induction of labour or 
abortion, and the removal of the products of 
pregnancy, such as portions of placenta and mem¬ 
brane left after parturition or abortion. The means 
at our disposal for effecting dilatation of the uterus 
are graduated bougies, dilators with two or more 
blades, worked by a screw or by the hand, tents, 
and under certain conditions, hydrostatic bag*. 
Hydrostatic bags are used to dilate the cervix, 
with the object of hastening labour, and a certain 
amount of dilatation is necessary before they can 
be employed. Dilators with blades are fir inferior 
to bougies and tents. Bougies and tents have been 
in use for many years, but tents have been recently 
discarded almost entirely in favour of Hegar’s 
bougies. A uterine bougie is an instrument made 
of steel, about 11 inches in length, having the 
shape of the uterine sound. They are graduated 
in size from No. 5 to 25 English, or larger. Hegar’s 
bougies are modifications of the English, and differ 
from them chiefly in being about 3 inches shorter, 
and being made of vulcanite. The modification is 
not an improvement. Tents are made of com¬ 
pressed sponge, laminiria digitata, or tupelo wood, 
and their efficiency in causing dilatation depends 
upon their power of absorbing moisture, and thereby 
swelling. They also cause a remarkable softening 
of the tissues of the cervix. Sponge tents are 
chiefly of use during pregnancy. Laminaria and 
tupelo tents also may b; and are used in this con¬ 
dition ; but they are especially of use in the unim¬ 
pregnated state. When dilatation is employed for 
the relief of dysmenorrhoea, rapid dilatation or 
that affected by bougies is employed. Our object 
is not the enlargement of the canal, but the 
stretching of the tissues of the cervix, with the 
view of destroying the tendency to uterine spism. 
The uterine canal is rarely—perhaps never—so 
small as to offer obstruction to the escape of the 
menstrual fluid. The average cervical canal ad¬ 
mits a No. 8 bougie (English), but dysmenorrhcea 
is frequently present when the canal admits a 
No. 10 or 12 readily, and is often absent when it 
admits No. 8 with difficulty. The principle of 
dilatation of the cervix for dysmenorrhoea is the 
same as that of stretching the anus for spasm, or 
the vaginal orifice for vaginismus. The reason for 
the operation, when undertaken for sterility, is the 
same. It would be ridiculous to suppose that the 
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canal of the cervix will not permit the passage of 
spermatozoa when the much smaller canal of the 
fallopian tubes readily admits them. 

Dilatation of the cervix in the unimpregnated 
state is undertaken also for exploration and dia¬ 
gnosis of the condition of the uterine cavity and for 
treatment, for making intra-uterine applications, and 
the removal of diseased mucous membrane and of 
intra-uterine growths ; and after pregnancy for the 
removal of retained portions of placenta and mem¬ 
branes. The method which you should adopt in 
any given case varies with the condition with which 
you have to deal; and depends upon whether you 
wish simply to curette the uterus or to apply drugs 
to the cavity, or whether you wish to explore with 
the finger or remove growths. For curetting and 
making intra-uterine applications it is not generally 
necessary to introduce the finger through the inner 
oiifice. It is enough to dilate the canal sufficiently 
to permit the introduction of the curette or the 
application which is to be made. This amount of 
dilatation is best effected by bougies, and is ob¬ 
tained when No. 22 (English) is passed. This is 
ample for the purpose, and can generally be 
accomplished without laceration. When, however, 
it is necessary to introduce the finger to explore 
the uterine cavity this is insufficient, and to effect a 
greater dilatation by means of bougies is dangerous, 
except in women who have been recently pregnant, 
and in whom the cervix is soft and easily dilatable. 
In the unimpregnated state they cause laceration, 
which may be serious; and the laceration usually 
begins at the inner orifice. The patient, whose 
cervix I have just dilated, was delivered sixteen 
months ago. In the operation, therefore, I did not 
rely upon bougies alone, but introduced laminaria 
tents last night, which were removed this morning. 
These not only dilated, but also softened the 
cervix, and enabled me to further dilate it by 
bougies without difficulty to a degree sufficient to 
allow the passage of my finger to explore the 
cavity. 

Until recently tents were always used to dilate 
the unimpregnated uterus, and for the purpose of 
exploring the cavity they are still indispensable. 
They have been discarded in favour of the rapid 
method by the use of bougies, from the fear of 
causing septicaemia. When used recklessly, and 
women are allowed to move about, take journeys, 
or go to parties with a tent in the uterus, the 


danger of causing inflammation and septicaemia is 
great. With ordinary precautions, however, the 
risk of causing injury by tents is extremely small. 
I have rarely seen mischief follow their use, and 
never serious mischief, even before the introduc¬ 
tion of antiseptics into practice. This slight risk 
may now be removed, for tents can be disinfected 
by being soaked in an alcoholic solution of corro¬ 
sive sublimate or an ethereal solution of iodoform. 
When this last precaution is taken the use of tents 
is safer than that of bougies, when the degree of 
dilatation required is such as to permit the intro¬ 
duction of the finger to explore the uterine cavity. 

Some instances of the pregnant uterus are met 
with in which dilatation by bougies cannot be 
accomplished to the degree necessary to permit 
the passage of the finger through the inner orifice. 
Such a case was in the hospital last October. The 
patient had had three abortions at about the third 
month of pregnancy. She was pregnant for the 
fourth time, and suffered from uncontrollable vomit¬ 
ing and jaundice. She became greatly emaciated, 
and it was decided to terminate the pregnancy. 
With this object an attempt was made to dilate the 
cervix by means of Hegar’s bougies, but the inner 
orifice was so rigid that it was found impossible to 
pass a higher number than No. 16. The fjnger 
could not be passed through that orifice, and a 
rigid ring, like a ring of cartilage, was found in 
that situation, and slight tears had been caused 
in it by the passage of the instrument. Tents were 
therefore introduced, and these brought about the 
required dilatation, and permitted of the removal 
of the uterine contents. 

You should therefore be guided in your practice 
by the following rules :— 

(1 ) For making intra-uterine applications, anl 
for curetting the unimpregnated uterus, bougies 
are efficient, and the best means for dilating the 
cervix. 

(2.) For exploration of the uterine cavity, and 
the removal of intra-uterine growths in the uni.11- 
pregnated organ use disinfected tents, followed, if 
necessary, by the use of bougies. 

(3.) In women who have been recently preg¬ 
nant, bougies may be employed both for explora¬ 
tion and removal of retained portions of placenta 
or membranes. 

(p) There are conditions of the pregnant uterus 

in which the internal orifice is so unyiddmu that 
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dilatation sufficient to permit the introduction of 
the finger cannot be effected by bougies. In such 
cases tents should be employed. 

I scarcely need add that in all cases in which 
dilatation of the uterus is undertaken, and for 
whatever purpose, you should observe strict anti¬ 
septic precautions. 


THE NATURE OF ECZEMA. 

A Clinical Lecture delivered at the London Hospital. 

By JONATHAN HUTCHINSON, F.R.S., 
Emeritus Lecturer on Surgery at the London Hospital. 

The forms of dermatitis which we are accus¬ 
tomed to include under the name of “ Eczema ” 
present, quite apart from questions of treatment, 
some very interesting pathological problems. They 
may be made, I think, to throw much light upon 
other domains of pathogenesis. I will take it that 
there is a general agreement as to what ought to 
be called eczema. It is a superficial inflammation 
of the skin, attended very transitorily, and not in¬ 
variably, by the formation of vesicles. It is usually 
attended by some desquamation and abrasion, 
and in its more typical forms by the pouring out 
with tolerable freedom of an almost transparent 
fluid. This fluid has the property, when it dries, 
of making linen stiff. It forms thin crusts on the 
affected surface, and it is not attended by any odour. 
The eczematous process is attended by much 
general congestion of the affected skin, and very 
often by some slight enlargement to the hair- 
follicles. When the latter is present little red 
papules are formed, and we speak of it as a 
lichenoid eczema. Eczema does not, as a rule, 
cause any enlargement of the lymphatic glands. 
Although we mention serous secretion as a pro¬ 
minent feature in the more typical forms of eczema 
yet we quite recognize that this is not an invariable 
feature, and that there are forms in which the 
surface remains quite dry, and in which slight red¬ 
ness and superficial exfoliation of the epidermis are 
the only features. The parts of skin affected by 
eczema may sometimes be abruptly defined, and 
in others not at all so, and the inflammation may 
restrict itself in some cases during many years to 
certain parts, and in others may spread rapidly 


over almost the whole surface. A few general 
statements may be made respecting all forms cf 
eczematous inflammation. As a rule, they never 
tend to spontaneous recovery, but, unless treated, 
become more extensive and more severe. The 
exceptions to this are when the patient changes 
place of residence or mode of life. Secondly, an 
eczematous process, which has been for many years 
strictly local, may suddenly commence to spread, 
and may travel, beginning at the edge of the 
original patch, over the whole body. Thirdly, proof 
is abundant and convincing that the tendency to 
ecztma may be hereditary. Thus it may prevail 
in several persons in the same family, and may 
occur with great severity in successive generations. 
The laws under which it is transmitted appear to 
be the same as those of other heritable diseases. 
They do not prove that the disease, as a totality, 
is inherited, but rather, perhaps, that a condition 
of skin especially liable to it is so transmitted. 

I will now attempt briefly to sketch some of 
the chief clinical groups of eczema cases. In doing 
this I shall still keep clearly before me the hope 
of throwing light upon its real nature. 


Group I. Eczema in Infants. 


Our first group is the eczema of infants, and is 
perhaps the largest of all. Young infants in perfect 
health become affected by congestion which usually 
begins on the scalp, and is attended by little red 
lichen papules. Fluid secretion soon follows, and 
a thin crust forms. The infant scratches and mbs, 
and in the course of a few weeks the eczema may 
have spread to the face, neck, arms, and even to 
the whole body. During this spreading the eruption 
is usually in patches, and is but seldom quite dif¬ 
fuse. This eczema of infants does not appear to 
have anything whatever* to do with the child’s 
health. The infant is usually quite well up to the 
time of its commencement, and excepting in so 
far that the dermatitis may interfere with its com¬ 
fort and rest, it remains so throughout. The 
disease is somewhat difficult to cure until about 
the end of the lactation period. Even in the 
most troublesome cases medical treatment gene¬ 
rally succeeds about the time that the child is 
being put upon a mixed diet, and is fed less ex¬ 
clusively on milk. Sometimes a complete change, 
to the sea-side for instance, will cure a child 


eczema, and sometimes it will make it worse. 

Digitized by Google 



276 The Clinioal Journal.] MR. HUTCHINSON—'THE NATURE OF ECZEMA. 


[August 28,1895. 


This infantile eczema often occurs with great 
severity in child after child of the same family, and 
there is often the history that relatives in preced¬ 
ing generations have suffered from it. The same 
remedies which we use in other cases are suitable 
for infantile eczema, and chief amongst these are 
weak preparations of tar. The facts as regards 
the eczema of infants might fit well with the hypo¬ 
thesis that there is no real disorder of the child’s 
health, but that it is born with a skin more suscep¬ 
tible to irritation than the average, and that exposure 
to the air, wind, sun, and the like, and above all, 
the use of hard water and of soaps for washing, are 
attended by undue irritation. To these influences 
must be added as of extreme importance the child’s 
irrepressible tendency to scratch and rub. Even in 
the most severe cases if infantile eczema be once 
completely cured, there is little or no tendency to 
relapse. The skin becomes perfectly sound and 
sofr, and it remains so through the rest of life. The 
inference from this fact seems to be that the derma¬ 
titis when at its height is due to the existence of 
some contagious material which has in some way 
been generated, and that it is only in a very feeble 
sense of the words a constitutional malady. It is 
to be added, however, that the eczema of young 
infants scarcely ever manifests any contagious pro¬ 
perties as regards other persons. It is very rare 
indeed that the nurses or other children in the same 
house suffer. It may further be added with refer¬ 
ence to relapses that those who have suffered in 
infancy and been quite free during the greater part 
of life, sometimes become its subjects again in old 
age. 

Group II. Eczema due to Occupations. 

Another large group of eczema cases consists of 
those in which we encounter this form of der¬ 
matitis in association with certain known local 
irritants. Pot-boys, grocers, paper-stainers, and 
those who expose their hands to lime, are all liable 
to have eczema induced. Under such circum¬ 
stances, it is often frequently recurrent, and some¬ 
times nothing but change of occupation will cure 
it. It is not very uncommon to see it spread widely 
and to parts far distant from those to which the 
irritant has been applied. 

Group III. Senile Eczema. 

An exceedingly important group is that in which 
eczematous inflammation attacks the skin of elderly 


people, and spreads, clearly by contagion, it may be, 
over the whole surface. These cases are often of 
distressing severity, much interfering with the 
health, and it may even cause death. In many 
respects they much resemble the eczema of infants, 
but with the difference that whilst the generalized 
eczema of infancy usually begins on the head or 
face, that of senility more often has its starting 
place on one leg. Between infancy and old age, 
although generalized eczema is not unknown, it is 
much less common. Nine out of ten of our well 
marked cases occur either in young children or old 
persons. It is a remarkable and important fact 
that in most of the cases of general eczema of the 
aged there is the history of a chronic patch on one 
leg for many years prior to the outbreak. It would 
appear that, under certain unknown conditions, a 
patch of red eczema which had for years given no 
trouble, may inflame and generate a contagious 
material, which may cause the dermatitis to spread 
from the leg over the whole surface. The subjects 
of these severe outbreaks of senile eczema are not 
as a rule in any way out of health. It may be 
observed respecting some of these cases of general 
eczema in senile persons that it is very difficult to 
distinguish them from the disease known as pityriasis 
rubra or dermatitis universalis. 

Group IV. Epidemics of Eczema. 

In connection with senile eczema, which so 
often manifests very active infective properties on 
the skin of the patient, we have to mention that 
forms of dermatitis, which can in no way be dis¬ 
tinguished from it, sometimes prevail as epidemics 
in public institutions. We owe much to the zeal 
of Dr. Savill in connection with an outbreak of 
this kind which occurred last summer in the 
Paddington Sick Asylum for our knowledge of 
this subject. The epidemic which occurred under 
his observation was, however, not the only one 
which has been witnessed, nor, indeed, was it the 
first.* No doubt there have been many. These 
outbreaks seem to prove, conclusively, that when¬ 
ever elderly persons are congregated together 
under favouring conditions (hot weather, clothed 
in flannel, kept in bed, etc.) eczematous inflamma¬ 
tion may spread from one to another by contagion. 
To myself, these cases have been of the utmost 
interest, for having long held that eczema spreads 


See “ Archives of Surgery,” ^ol^HL 
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by contagion on the patient himself, I had 
wondered that we did not sometimes see it spread 
also to others. In all the epidemics which have 
been observed there appeared reason to believe 
the contagious element had developed unusual 
virulence, for the eruption spread with somewhat 
exceptional rapidity in individual patients, and was 
also communicated to others in whom no very 
close exposure could be proved. Clearly some¬ 
thing had been superadded or developed which 
made the cases differ much as regards contagion 
from the ordinary forms of eczema which they 
resembled. Yet, in several instances, the patients 
who suffered, and by whom, apparently, the 
disease was introduced into the hospital, had for 
long been the subjects of chronic eczema which 
had undergone exacerbation at their own homes. 
The disease, in different cases, presented all the 
varieties which we observe in sporadic eczema, 
and in several produced conditions closely re¬ 
sembling pityriasis rubra. In not a few cases 
the at:ack of dermatitis proved fatal. In looking 
at all the facts of these very remarkable epidemics 
the supposition does not appear at all improbable 
that in some way the poisons of erysipelas and 
that of eczema had met together and produced 
mutual modifications. 

Group V. Erysipelas Eczema. 

There remains for consideration yet one other 
group of eczema cases. It is one of much clinical 
interest, for in it, as in some other forms, we 
appear to have a sort of hybrid between erysipelas 
and eczema. I refer to cases chiefly, but not quite 
exclusively, met with in middle-aged or elderly 
persons, in which there is a liability to repeated 
attacks of inflammation of the face. The first 
attack is almost always diagnosed as erysipelas, and 
is attended with great oedema of the eyelids. In 
subsequent ones the phenomena of erysipelas be¬ 
come less and less marked, and those of eczema 
more so. For some years the disease is usually 
paroxysmal, the patient being almost or quite well 
in the intervals of the attacks. Gradually, how¬ 
ever, in many cases the dermatitis settles down into 
a persistent form of eczema of the face and neck. 
Exposure to cold wind, or to hot sun are the 
usual provocatives of this disease, and since they 
are causes which it is very difficult wholly to 
avoid, the malady is very difficult to cure. It 


differs from another allied form of dermatitis of 
the face, in which repeated attacks of erysipelatous 
inflammation end finally in solid oedema, but in 
which there is at no time any tendency to the 
eczematous type of inflammation. 


Group VI. Local Forms of Eczema. 

A large but ill-marked group embraces those 
cases of eczema in which the disease occurs as a 
local inflammation affecting certain regions, and 
showing little tendency to spread. A great num¬ 
ber of persons are at one or other time in their 
lives liable to eczematous irritation of this kind. 
The patches may occur on the face, neck, or, in 
fact, on any part of the body. With suitable treat¬ 
ment, and more particularly with abstinence from 
excess in washing, they are usually easily cured, 
but if neglected, may persist indefinitely. After 
long persistence in a quiet condition they may 
become the foci of a general outbreak. 

Under the name of what is sometimes called 
intertrigo we have cases of eczema which occur in 
the flexures of the joints and in parts where two 
surfaces of skin are opposed to each other. Inter¬ 
trigo is common in children and in fat persons, 
and much less so in adults and those who are thin. 
Its phenomena illustrate two facts: first, that all 
friction, chafing, etc., may become a means of 
evoking this kind of inflammation ; and, secondly, 
that its secretions are irritating, and may produce, 
on the opposite surface, by contagion, an inflam¬ 
mation of a similar type. The cure of intertrigo 
depends upon the prevention of friction, and upon 
expedients to secure that the opposed surfaces shall 
not touch each other. 

Another group of eczema cases may be consti¬ 
tuted of those in which the affection is restricted 
to the extremities, more usually to the hands. In 
some of these cases it is probable that a peculiarity 
in the circulation of the extremities has something 
to do with the disease, and to such the term acro¬ 
dermatitis or acro-eczema is applicable. More 
usually, however, affections strictly of this kind ally 
themselves with chapping of the hands, cracked 
fingertips, etc., than with anything that deserves to 
be called eczema. 

The latter term is but rarely applicable to any 
affection which strictly limits itself to the tips of 
the fingers. Patches of what is called dry eczema 
of the hands are often arranged with more or less 
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irregularity on the side of the fingers or on the 
back or palm of the hand itself. They are, I 
think, frequently in association with some excitive 
cause in connection with the patient’s occupation, 
the use of tools, but more especially the use of 
chemical implements, such as washing, etc., are the 
causes. Surgeons who are obliged to wash their 
hands very frequently often suffer from dry eczema 
of the fingers, and not unfrequently get rid of it 
entirely when temporarily exempted from their 
occupations. Here, as everywhere in the whole 
domain of eczema, we must keep clearly in mind 
the fact that individual peculiarities in the organiza¬ 
tion of the skin are the fundamental predisposing 
cause. 

Is Eczema Catarrhal? 

By several of our distinguished dermatologists it 
has been proposed to use the term catarrhal der¬ 
matitis as applicable to eczema in general. Against 
this I must enter protest. Everything, of course, 
depends on the meaning to be attached to the 
word catarrhal. If it is to be restricted, as I cer¬ 
tainly think it ought to be, to disturbances of func¬ 
tion, which result from catching cold, then surely 
it is only the most exceptional forms of eczema 
which would deserve to be so designated. If, on 
the other hand, it is to mean any inflammation 
which is attended by fluid secretion from the 
irritated surface, then I submit that it ceases to 
have any clinical usefulness whatever. The cases 
of eczema which are perhaps in some real sense 
catarrhal, are those included in my last group. 
But in these the alliance is far more close with 
erysipelas than with catarrh. If there are cases 
of eczema in which the patient is liable to 
attacks which recur periodically in definite con¬ 
nection with exposure to cold and damp, and show 
more or less definite tendency to spontaneous re¬ 
covery, we might to them very suitably apply the 
term catarrhal. I should be puzzled, however, to 
cite a single definite example of this condition. And 
it is obvious that in the tendency to spontaneous 
recovery such cases would contradict all that we 
know respecting the laws of eczematous inflam¬ 
mations in general. 

Those who hold that eczematous dermatitis is 
often due to gout are, I think, bound to state with 
some degree of precision what they mean. The 
liability to lithiasis, to acute attacks of podagra, 


and the formation of tophi is one form of gout and 
the best pronounced. In association with it eczema 
is undoubtedly very rare. I have seen many 
patients with tophi and many with eczema, and 
few indeed are the instances in which I can re¬ 
member to have met with the two conditions 
together. If, however, we count as the subjects 
in greater or less degree of a gouty tendency all 
who are the descendants or relations of those who 
have suffered from declared gout, then we shall 
find amongst them many who are the subjects of 
eczema. We shall find amongst the middle classes 
of English society hundreds who are very willing 
to believe, and even to suggest, that their eczema 
is gouty, and who do undoubtedly suffer from 
dyspepsia and joint pains which are not improbably 
of that nature. Statistics might be collected with 
the utmost ease to prove that the eczema of 
middle-aged and elderly persons is usually in 
association with gouty tendencies. Yet it may be 
doubted whether they would prove any very real 
or close connection between the two. Very much 
will depend upon the class from which-the patients 
are drawn. I am quite prepared to admit that 
certain articles of diet, such as milk, sugar, and 
some kinds of fruit, may have the effect of making 
the skin irritable, and thus increasing the tendency 
to eczema. Thus it may in [some cases be advis¬ 
able to regulate the patient’s diet. In the majority 
of cases, however, you will do nothing either by 
diet or drugs for the cure of chronic eczema or for 
the prevention of acute attacks. Those who put 
faith in colchicum and alkalis always at the same 
time attended carefully to local treatment as well. 
It is the old story over again of Voltaire, the flock 
of sheep, incantations and arsenic. No one can 
doubt that in a great majority of our cases of 
eczema there is no reason whatever to suspect 
lithiasis, or any other special condition of the blood, 
as its cause. 


Is Eczema Parasitic ? 


Whether the eczematous process is attended by 
any parasitic organism is a question as yet under 
debate. Many dermatologists, and more especially 
Dr. Unna, of Hamburg, have worked hard at this 
problem. Dr. Savill, in connection with the 
epidemic of eczema at the Paddington Workhouse, 
and Dr. J. Risien Russell have believed that they 
have isolated the microphyte. Whether this has 
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been proved or not is a question which must be 
left over for the present. I do not for my own 
part, feel at all inclined to accept the view that 
the presence of a parasite is necessarily implied in 
all cases where an inflammatory process proves 
contagious. On the other hand, I would like to 
assert the probability that almost all products of 
inflammation, with the partial exception of those 
which are in association with neuritis (herpes, 
morphcea, etc.), are more or less infectious. That 
microbes very quickly attack inflamed and damaged 
tissues may also be taken to be an ascertained 
fact, and it is probable that when they do so they 
very materially help the process of contagion. It 
is not at all improbable that it is the addition of 
some element of this kind which determines the 
almost virulent contagiosity of some types of 
eczema. Parasitic organisms, although not 
really the cause of the disease, may possibly 
become the means of its communication. That 
there is any one microbe which is the cause 
of the eczematous process in general appears to 
me, in the light of clinical facts, improbable in the 
highest degree. 

Conclusions. 

We come, then, I think, to the following general 
conclusions respecting eczematous inflammations of 
the skin: 

To speak of eczema as if it were a substantive 
disease is obviously a mistake. It is simply one 
of the commonest forms of local dermatitis, and 
may be evoked by a great variety of kinds of local 
irritation. 

By whatever cause it may have been evoked, it 
always, in the act of inflammation, originates a 
material which is more or less infectious to the 
tissues of the patient. 

Some persons are much more liable to eczema¬ 
tous inflammation than others, the difference 
probably concerning the organization and func¬ 
tional perfection of the skin itself. 

There is very little evidence in support of the 
belief that the liability to eczema ever depends in 
any material degree upon the state of the patient’s 
health (scrofula, gout, or any other form of dia¬ 
thesis). 

Scratching is one of the chief causes of the 
extension of eczema, and thus anything, (wine, fish, 
sugar, fruit, and the like), which in the individual 
makes the skin itch, may aggravate eczema. 


Although eczema may occur at any period of 
life, there is a special proneness to it in infancy 
and old age. 

In exceptional cases the infective spreading of 
eczematous inflammation on the patient’s skin may 
be such as to suggest some complication with 
erysipelas. 

There are other rare cases in which an inflamma¬ 
tion of the face, which resembled erysipelas in the 
first attack, may prove recurrent, and may take on 
the form of a chronic eruption, not distinguishable 
from eczema. 

Although, for the most part, eczematous inflam¬ 
mations manifest no tendency to spread from the 
patient to those about him, yet in rare instances, 
especially when in hot weather many elderly persons 
occupy the same ward, eczema may prevail as an 
epidemic. 

When eczema is eggdemic in the wards of an 
asylum the cases present no differences whatever 
from those which are seen frequently as isolated 
examples in private practice. In their course, 
treatment, terminations, and liability to relapse, 
they are exactly the same. 

The eczematous type of the inflammatory pro¬ 
cess is by no means an abruptly defined one, but 
may, in different cases and probably in connection 
with differences in cause, and in the organization 
of the skin in the individual patient, present con¬ 
siderable variations. 

Eczematous processes very rarely indeed show 
any tendency to spontaneous subsidence. Under 
all ordinary conditions they become aggravated, 
unless cured by art. 

The measures of treatment demanded are, first, 
the removal of all exciting causes; secondly, the 
employment internally of remedies calculated to 
allay irritability and reduce inflammation ; thirdly, 
and by far the most important, the patient local use 
of much diluted applications, likely to repress cell- 
growth, and possibly to act as parasiticides (tar, 
mercury, lead, and the like). 


Ointment to soothe the Itching of Measles, 
Scarlatina and Chicken Pox. {La. Sem. Med) : 
R Lanolin... ... ... 5 parts 

Vaselin. 2 parts 

Aq. Distillat . 2\ parts 

F. ung. Rub into the skin every three hours- 
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The Working Editor of the Clinical Journal is so 
seriously indisposed that it has been decided to suspend the 

i 

ordinary publication of the Clinical Journal for the next 
few weeks, and the forthcoming issues will consist of reprints 
of earlier numbers which (although in some cases already 
reprinted) will shortly be out of print. 

Subscribers who already have the reprinted issues will 
have due allowance made. 


This Issue is a Reprint ok No. i, Vol. I. 
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A CLINICAL LECTURE 

OS THE 

TREATMENT OF GALL-STONES.* 

Delivered at the London Hospital 
By C. H. RALFE, M.D. Cantab., F.R.C.P., 
Physician to the Hospital, etc. 

Gentlemen, —The treatment of gall-stones by the 
physician resolves itself into (i) giving assistance 
to their passage through the biliary ducts into the 
intestine when already formed, and (2) prevention 
of their recurrence, byarresting their formation when 
a tendency to cholelithiasis is suspected. 

I. The Expulsion of Gall-stones. —When a 
gall-stone endeavours to make its way along the 
biliary passages, it gives rise to more or less disturb¬ 
ance, the chief manifestations of which are pain 
(colic) of a paroxysmal character, for though it 
may be continuous for some hours, there are dis¬ 
tinct remissions and exacerbations; and vomiting of 
reflex character. If, however, there be no actual 
sickness, there is always a certain degree of nausea. 
Should the stone be lodged in the common duct 
there is usually jaundice, unless the concretion is 
small, or has been lodged for some time in the 
duct, in which case the bile is able to find its way 
into the intestine, especially in the latter instance, 
when the passage becomes dilated. In recent 
cases, however, absence of jaundice points rather to 
obstruction of the cystic than the common duct; 
since when the cystic duct is obstructed bile passes 
freely into the common duct by the ductus hepaticus, 
whilst it is only the overflow from the gall-bladder 
that is checked, and this is not sufficient to cause 
jaundice. The urine in almost every case of 
biliary colic at the outset is pale, profuse, and of 
low specific gravity, but it soon becomes more 
scanty and dark-coloured; if jaundice is present, 
from the bile pigments, and frothy from excess of 
mucin; if jaundice is absent, of a dark brown from 
excess of urates. When jaundice occurs the urine 

* Abstract of. 


often shows the presence of bile pigment before the 
skin becomes tinged. The pain in biliary colic can 
usually be distinguished from right renal colic by 
its distribution, radiating round the right hypochon- 
drium towards the region of the umbilicus, whilst 
in renal colic the pain shoots downwards towards 
the groin. Our treatment for Then-elief of biliary 
colic depends in great measure on its character and 
severity: whether the symptoms are well pro¬ 
nounced and determinate, or whether they are 
fugitive and ill-defined. 

(a.) Severe biliary colic . In these cases our 
measures are chiefly directed to the removal of any 
resistance to the onward passage of the concretion. 
These chiefly are found in the condition of the 
ducts. In a previous lecture, when we were con¬ 
sidering the anatomy of the biliary apparatus, I 
pointed out the sphincter-like arrangement at the 
entrance of the common duct into the intestine, 
and also that the diameter of the duct was wider at 
the junction of the cystic and hepatic ducts than at 
the termination of the common duct; an arrange¬ 
ment which evidently favours the ejection of bile 
into the intestine, but which when the sphincter is 
strongly contracted, resists the onward passage of a 
gall-stone. Another condition of the duct which 
resists the onward passage of a concretion is the 
catarrhal condition of the biliary passages, which is 
found in all cases in which cholelithiasis is of any 
standing. Assistance is to be obtained by any 
measure that can increase pressure from behind, by 
increasing the flow of bile, by stimulating the 
muscular fibres that are present in the gall-bladder 
and the biliary ducts. To fulfil these indications, 
the patient at the first onset of colic should be 
placed in a warm bath of 95 0 F., increased to 98° 
to ioo° F., and kept there for fifteen or twenty 
minutes. Cfn removal, 20 drops of tincture of 
belladonna should be given, with a full dose of 
spirits of chloroform, and if, as is frequently the 
case, the abdomen is tympanitic, an enema by the 
bowel should be administered. This usually 
affords great relief by diminishing the flatulent dis¬ 
tension, and also by clearing away any faecal masse? 
from the colon, which, by their pressure, may pre- 
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vent the passage of the concretion along the ducts* 
Should we have reason to believe that there is con¬ 
siderable catarrh of the biliary passages causing 
resistance, by swelling of the mucous membrane, 
additional measures may be resorted to. Poultices 
of linseed (five parts) and mustard (one part) 
should be applied over the hypochondriac and 
epigastric regions, and small doses (five drops) of 
oil of turpentine administered. After the adminis¬ 
tration of this drug I have often noticed that small 
moulds of inspissated mucus have passed by the 
bowel. This, even when not followed by a stone, 
seems to give relief to the patient. Turpentine 
also acts in these cases as a direct expulsive agent, 
by increasing the flow of bile, and by stimulating 
the muscular fibres that are found in the gall¬ 
bladder and biliary ducts. Among the subsidiary 
measures for relief may be mentioned gentle digital 
massage. Though I have never been so fortunate 
as to extrude a gall-stone by means of manipula¬ 
tion, as described by Dr. G. Harley, still in some 
cases I have no doubt it has, with other measures, 
been of service. I would, however, advise that it 
be used with caution and with the utmost gentle¬ 
ness, less rupture of the duct should occur, or lest 
a stone too large to pass, should become tightly 
impacted and produce serious nervous symptoms, 
and even death.* Frequent change of position 
also gives relief to the patient, and perhaps some¬ 
times aids the passage of the stone. With regard 
to the administration of opium in cases of acute 
colic, I am somewhat chary. If given in large 
doses it sometimes stops for a time the expulsive 
efforts, and the patient is subjected to other 
attacks; whilst in small doses it has no decided 
effect, except in some cases of increasing the 

# An instance of intense nervous disturbance, followed by 
death, recently occurred in my wards at the London 
Hospital in a man aged 64, who had suffered ofT and on for 
six years from biliary colic. During his stay in hospital he 
had much improved ; had had no attack of colic, gained in 
weight, and was on the point of being discharged, on the 
understanding that if the colic returned he was to come back 
and submit to an operation, when suddenly he was seized 
with a rigor, his temperature rose to 105° F., and he became 
delirious and died. Post mortem, nothing was found to 
account for these symptoms. There was a stone about the 
size of a hazel-nut, indeed, in the common duct, apparently 
of long standing, for the duct was thickened and dilated, but 
not ruptured nor ulcerated, and the concretion was freely 
movable. No abnormal conditions were observed in any 
other part of the body. My friend, Mr. Best, of Ilford, has 
also communicated to me the case of a patient suffering from 
gall-stones, in which the temperature rose to 105° F., with 
intense nervous disturbance, but which symptoms rapidly 
passed off with no ill result. 


patient’s nausea. 1 only give opium when the 
patient is worn out, and there appears no chance 
of the stone passing. Then a full dose should be 
given either by the mouth or hypodermically, and 
the question of surgical interference decided before 
a fresh attack of colic ensues. For the relief of 
pain I have found the inhalation of chloroform 
during the exacerbation of the paroxysms relieve. 
When the colic is not very severe cannabis indica 
is often sufficient. For the vomiting, which is often 
very severe and distressing, hydrocyanic acid with 
bismuth and soda gives the greatest relief, together 
with small quantities of iced Apollinaris water. 
Sudden cessation of the colic usually points to the 
passage of the concretion into the intestine, in which 
case it is as well to administer a dose of castor oil 
at once, as the bowels often remain constipated for 
some time after the attack. On the other hand, 
gradual declension of the paroxysmal pains generally 
indicates that the stone still remains in the biliary 
passages. In this case, supposing the attack of 
colic has been really severe and prolonged, and 
encouraged by the means above described, surgical 
interference should be no longer deferred. 

(b) Indefinite biliary colic. In this case the 
patient has suffered usually for some considerable 
time, from pains in the epigastric and right hypo¬ 
chondriac region, often attended with nausea, anfl 
even with vomiting. These attacks are often re¬ 
garded as due to hepatic or gastric neuralgia, duo¬ 
denal ulceration, etc., until their real nature is often 
suddenly declared either by the supervention of 
jaundice, or an attack of acute colic. In a cash 
that was under my care in the London Hospital, 
the patient had suffered from occasional severe 
pains in the right hypochondrium for some years, 
attended with gastric disturbance. As I had 
recently met with another case, that of a medical 
man who had suffered in a similar manner, and 
who after a dose of turpentine had got rid of a 
large round worm, with relief of the symptoms, I 
ordered a similar dose in this case. On my next 
visit I found her deeply jaundiced and suffering 
from severe colic. This declined in a few days, 
and it was then arranged that an operation should 
be performed, as the stone was evidently too large 
to pass spontaneously. In these cases it is difficult 
to formulate a distinct plan of treatment till our 
diagnosis becomes more assured. Last autumn I 


saw a gentleman who for five years had been under 
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treatment for his liver, and three physicians of 
eminence had assured him that he was suffering 
from cirrhosis of the liver. He was constantly 
sick, and had frequent agonizing attacks of pain, 
and had lost over a stone in weight. The bowels 
were obstinately constipated, and the motions clay- 
coloured. After watching the case for a little time 
I was convinced that the case was one of gall¬ 
stones, and not cirrhosis, and I ordered him a 5m, 
capsule of turpentine night and morning. After 
the second day he was seized with severe colic, and 
after several hours’ suffering felt sudden relief, and 
the next day found in his motion a dark-coloured 
gall-stone the size of a marrow-fat pea. After this 
the attacks of sickness ceased, but he had occa¬ 
sional returns of pain, so the turpentine was con¬ 
tinued, and at intervals of about ten days he passed 
two more calculi, rather smaller than the first, after 
which he rapidly recovered his usual health. In 
many of these cases the use of certain mineral 
waters are extremely serviceable, I suppose by 
diminishing the catarrh of the bile ducts. The 
best waters abroad are those of Carlsbad, Hom- 
burg, Contrexeville, and of Kronenquelle. At 
home the saline waters of Llandridnod Wells, 
Turton, and Harrogate. The patient mentioned 
above thought he had derived great benefit from 
the use of the Llandridnod waters. With regard to 
surgical interference I venture to think that unless 
the diagnosis is quite assured, or a swelling exists in 
the region of the gall-bladder, or course of the ducts, 
an operation should be postponed till the real 
nature of the case becomes declared. For although 
the symptoms may point strongly to the probable 
existence of gall-stones, the gall-bladder and ducts 
may be opened and none found. I have mentioned 
the case of a medical man whose colicky pains 
subsided on the expulsion of a round worm. But 
we have a more instructive case recently before us 
in the hospital, in a patient sent to us by Dr. 
Corner, with a history of gall-stones, indeed she 
brought a facetted stone that she had previously 
passed. She suffered from paroxysmal pain and 
sickness, not particularly provoked by food. She 
was so much emaciated, however, that I feared the 
existence of cancer; but as her sufferings were great 
and the stone facetted, indicating the possible 
existence of another, I persuaded my surgical col¬ 
league to perform cholecystotomy. This was done, 
but no stone was found either in the gall-bladder or 


the ducts. Some time after this she died, and a 
chronic gastric ulcer was found in the usual situation* 
togetherwith cancerous infiltration round the pylorus. 
Again, it is possible for colicky pains to exist, even 
with jaundice, without a gall-stone being present. ^ 
few years ago I saw a clergyman aged 64, who had 
repeated attacks of colic, accompanied with slight 
jaundice, which usually followed exposure to cold 
east winds or damp, whom I suspected of suffering 
from gall-stones, an opinion in which the late Dr. 
Murchison concurred, but who, after several months 
of observation, got completely well, and since has 
had no recurrence of the symptoms. We noticed 
frequently, as the attacks were passing off, that 
masses of mucus and white-looking moulds were 
present with the stools, but no concretions. 

II. The Preventive Treatment of Gall¬ 
stones. If our attempts to expedite the spon¬ 
taneous expulsion of biliary calculi often fail, we 
can at least look with greater satisfaction at the 
results obtained by our efforts at preventive treat¬ 
ment. A patient who has happily got rid of a 
gall-stone, or one who is suffering from frequent 
“ recurrent ” attacks, is naturally anxious to put a 
term to his misery, and it is here the physician can 
best help him. Recent investigation has thrown 
much light on the nature of the pathological con¬ 
ditions that lead to the deposition of some of the 
least soluble constituents of the bile, and we are, 
therefore, now better able to prevent the concre¬ 
tions, or at all events, to arrest their growth, and 
permit of their passage whilst still smalL The 
investigation of the structure of a gall-stone now 
tells us much of its past history, whether it has 
been slowly built up into homogeneous layers of 
cholesterin and pigment; or with crystals of cho- 
lesterin, evidently rapidly precipitated round a 
nucleus of inspissated mucus; whether the rind 
is composed of pigment, or else crusted with 
stearate of lime. The pathological chemist can 
afford us much information as to the causes which 
bring about these structural alterations. To re¬ 
capitulate briefly the chief of these, (t) It may be 
said that diminution of the natural alkalinity of 
the bile renders cholesterin less soluble, and if this 
depressed alkalinity is continued, or the bile ren¬ 
dered acid cholesterin will separate out; this is 
particularly observable if the change in the reaction 
is brought about by fermentative action caused by 
micro-organisms. Mucin, too, is precipitated fro*** 
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its solution in bile when the reaction ceases to be 
alkaline, so that we have colloid material ready at 
hand to build up the concretion. (2) Bile defi¬ 
cient of bile salts (glyco and tauro-cholate of soda) 
seems also less capable of holding the bile pigments 
in solution, which no doubt accounts for the fre - 
quency with which dark-coloured stones are often 
found in the gall-bladders of persons who have long 
suffered from biliary disorders attended with a 
defective secretion of bile, as in cirrhosis of the 
liver, carcinoma, etc. (3) Catarrh of the mucous 
membrane of the gall-bladder and bile ducts 
naturally forms an increase of colloid material, 
especially in gouty individuals; but beyond this it 
furnishes the chief inorganic constituent of some 
gall-stones in the shape of lime. The bile does 
not contain lime salts in any considerable propor¬ 
tion, yet in many gall-stones they are in excess, as 
carbonate and phosphate, but chiefly as stearate of 
lime; and it has been noticed that those gall¬ 
stones which by their size must have been for long 
in close contact with the walls of the gall-bladder 
are more frequently crusted with this substance. 
(4) Although, no doubt, the chief conditions which 
lead to the formation of gall-stones are to be found 
in morbid changes the m chemical composition of 
the secreted bile, or the mucous surface of the 
gall-bladder; still, in some instances, deposition 
occurs simply from the substance being in excess, 
as, for instance, with the numerous small white 
polygonal stones of pure amorphous cholesterin, 
which are chiefly met with in young children and 
old persons. With regard to our treatment of the 
various conditions, we can readily understand that 
anything that leads to stasis of the bile in the 
biliary passages will lead to diminution of its 
alkalinity by the absorption of the soda salts, in 
which it is so rich, and I have little doubt that 
when the mucous membrane is the seat of a morbid 
catarrh, and the flow of bile checked, bacteria 
speedily develop and set up an acid fermentation. 
When we reflect on the part stasis plays in the 
formation of gall-stones, it is not surprising to find 
that females suffer from this complaint in the 
proportion of three to two, with their habit of tight- 
lacing and sedentary habits. Our object then is 
to promote the due secretion of bile and prevent 
its accumulation in the reservoir—the gall-bladder. 
This is effected by judicious exercise—horse-riding 
—or any movements that bring the abdominal 


muscles into strong action—and massage from 
the flank toward the umbilicus. If we suspect 
bacterial fermentation, then we should administer 
sulpho-carbolate of soda (20 grain doses), and if 
the stasis is due to catarrh we must use the means 
that we shall consider further on, when consider¬ 
ing that point. If our patient is a person who 
has habitually suffered from a sluggish liver, and 
we may reasonably suspect a deficient formation of 
the bile acids, we may increase their secretion by 
administering benzoate of soda, salicylate of soda, 
or chloride of ammonium, especially if the stones 
already passed are of a deep brown colour, rich in 
pigment, but comparatively poor in cholesterin. 
The treatment of the catarrh which affects the 
mucous membrane of the gall-bladder and the bile 
ducts, is the most important feature in preventing 
the formation of biliary concretions; since, not 
only does a catarrhal condition furnish the colloid 
medium in which precipitated cholesterin and bile 
pigments are elaborated into gall-stones, but there 
is also little doubt that in certain catarrhs (stein 
bildenden catarrh) acid fermentation, probably of 
bacterial origin, of the bile takes place. Whilst 
long-continued catarrh of the finer tubes, such as 
occurs in the various forms of hepatitis, leads even¬ 
tually to the diminution of the tauro and glyco- 
cholate acids in the bile. Catarrh of the bile ducts, 
moreover, is one of the direct clauses of stasis in the 
flow of bile towards the intestine. Catarrh of the 
biliary passages may arise from exposure to cold 
and damp. Thus, I have found that quite 50 per 
cent, of the cases under my observation have come 
from the east coast, Lincolnshire furnishing a goodly 
proportion. The bleak country between Wolver¬ 
hampton and Stafford also furnish a high percent¬ 
age, and also Wales, which I attribute to the damp 
of the valleys. Gouty tendencies also furnish a 
catarrh that is highly favourableto the development 
of biliary concretions; whilst any disease of the 
liver causing obstruction of the portal circulation is 
sure to cause catarrh. With these indications before 
us, we are better able to devise means for counter¬ 
action of its ill effects. Should the patient come 
from a cold and damp district, change to a wanner 
and more sheltered climate is the first obvious con¬ 
sideration, whilst it is important to give directions 
that the subsoil drainage of the house should be 
attended to before the patient’s return. The treat¬ 
ment of the catarrh itself is best commenced by 
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the use at night of linseed (6 parts) mustard (i 
part) poultices, a thin layer of cotton wool being 
worn over the hypochondriac regions during the 
day. By degrees the poultices should be exchanged 
for warm compresses, which finally should be 
applied cold; since the continued use of cold com¬ 
presses undoubtedly hardens an individual who is 
unusually susceptible to cold. The patient should 
be always clothed in flannel, and should be careful 
about wet feet and damp clothes. The persistent 
use of Carlsbad salts, one teaspoonful before break¬ 
fast in a tumbler of hot water every other morning, 
greatly aids in emptying the portal vessels and 
diminishing catarrhal action; it also causes, after 
a time, the appearance of a considerable amount 
of mucus in the stools. Table waters should be 
used, those rich in alkaline chlorides being most 
distinctly serviceable, as Contrexeville, Kronen- 
quelle. The diet should be plain, and restricted 
as regards sugar and certain fats. The objection, 
however, to the use of fat has been carried to an 
extreme point I usually allow a certain amount of 
cooked fat, such as toasted rasher of bacon (thus 
free from grease) and the fat of the ordinary joint, 
but I forbid the use of all raw fats, as butter and 
cream. The Bread should be stale or toasted, 
plenty of green vegetables should be taken, and 
cooked but not raw fruits. With regard to thera¬ 
peutic treatment, there are many drugs that are 
serviceable in catarrh of mucous membra'nes, but 
there is no class of drugs more effective than the 
various turpentines. We know from experience of 
their action on other mucous membranes, especially 
the urinaiy and pulmonary, how speedily a thick 
and viscid mucous discharge becomes thin and 
pituitous under their administration. Their value 
as regards the treatment of gall-stones was recog¬ 
nized by the older physicians, and the celebrated 
elixir of Durant was composed of a mixture of 
turpentine and aether. Turpentine, too, as I have 
shown,* possesses other qualities that prove valu¬ 
able in the treatment of gall-stones. It has a dis¬ 
tinctly expellant effect; no doubt, by stimulating 
the organic muscular fibres of the gall-bladder and 
ducts. It also increases the secretion of bile, and 
has a decided antiseptic action in arresting decom¬ 
position of that fluid. When given for a length of 
time it certainly arrests the formation of “ recurrent ” 

* “Lancet,” December 5th, 1891. Turpentine in the 
Treatment of Gall-stones and Renal Calculi. 


gall-stones; either by expelling precipitated chole- 
sterin, mucus, and pigment before they have time to 
form a concretion ; or else by preventing precipita¬ 
tion by its action on the bile and biliary passages. 
In one case a patient of the hospital had suffered 
for some months from the passage of “ recurrent” 
gall-stones. From the time he began to take tur¬ 
pentine the attacks became less severe, with longer 
periods between, till they entirely ceased. In 
another case a gentleman, who for three years had 
passed more than 100 calculi, and who, when he 
first began with turpentine, had just passed a stone 
since then, now more than five years, has not 
passed another. By my advice he still takes, three 
or four times a year, a few doses of turpentine as a 
prophylactic. This is a measure that I usually 
insist on, even in cases where no stones are passed. 
Turpentine, in cases where there is either chronic 
catarrh of the ducts or perhaps malignant disease 
of the liver, often does good. In a case, re¬ 
cently sent me by Dr. Davies, of jaundice, attended 
with colicky pains and constant nausea, great im¬ 
provement followed as far as those symptoms were 
concerned after the administration of turpentine. 
The best method of administering it is as an 
emulsion, thus :— 


01 . Terebinthinae ... 

... »\,v 

Mist. Acacias 

... 5 SS 

Sodae Sulpho-Carb.... 

... gr.xx 

Spt. Athens Chlorici 

... nycv 

Aquae Menth. Pip ... 

a<*5j 


Fiat haust: ter in die sumend. 

If, however, this is not tolerated by the stomach, it 
may be given in capsules. It should not be given 
for the first time during an acute attack of colic y 
until we have watched the character of the attacks 
for some time, and have formed a reasonable sup¬ 
position that a little more expulsive effort would be 
followed by the passage of the concretion into the 
intestine. Even then we should feel our way 
gently, and only commence with it after a paroxysm 
has subsided. In cases of indefinite biliary colic y it 
is often serviceable in provoking an attack of 
sufficient severity as to give greater certainty to 
our diagnosis, and it may be continued for some 
little time if we have a reasonable hope that a stone 
may pass; but should-no progress be made, say 
within three weeks, then the treatment should not 
be persevered with. In cases, however, of “ re¬ 
current ” gall-stones it should be continued so long 
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as stones continue to be passed, and if the 
tendency to cholelithiasis be strongly marked, 
turpentine should be given periodically, three or 
. four times a year, in small doses, so as to bring 
away any calculous deposit in its inception. 

To recapitulate, our efforts for the medical relief 
of a patient suffering from gall-stones may be thus 
briefly indicated 

. (a) In acute attacks of colic, to aid gently but 
firhily the efforts for spontaneous expulsion, to 
clear the passage in front of the concretion of all 
obstacles, in the shape of spasm or swollen mucous 
membrane, or pressure from loaded and flatulent 
: intestines; whilst aiding the pressure from behind 
:by stimulating the muscular fibres of the gall¬ 
bladder and ducts, increasing the flow of bile, and 
-perhaps by massage in the right direction. 

(b) In indefinite attacks of colic, to endeavour 
to ascertain its true character, and then, if 
reasonably sure that they are due to a concretion, 
to make, an attempt to strengthen the efforts at 
expulsion. 

(c) In cases of “recurrent” calculi, or when 
there is a strong predisposition to cholelithiasis, to 
prevent the precipitation of the calculous material 
by preventing chemical changes in the bile itself, 
and rendering the mucous surface of the gall¬ 
bladder and ducts, which furnishes the colloid 
material of the concretions, healthy. And, if in 
spite of these measures, some precipitation does 
occur, to endeavour to ensure the expulsion of 
such whilst still in their inception, and not permit 
them to develop into definite concretions. 


Ointment for Ulcerated Chilblains. (Brogg. 


IntyrriaL kiin. Rundschau) : 

R Acid Carbolic. 

l; Ung. Plumbi ... ) 

Lanolin ... ) 

Ol. Amygdalar. dulc. .. 
Ol. Lavandulae... ,. 

To be applied twice daily. 


i gramme 

aa 20 grammes 

io grammes 
20 drops 


Pruritus. (Med. and Surg. Reporter ): 

R Menthol. ... sj 

Alcohol. 

Aquae . Jij 

Acid Acet. ... ... £iv 

M. F. lotio. To be applied with a sponge. 


A CLINICAL LECTURE 

ON 

INDICATIONS FOR SURGICAL 
INTERFERENCE 
IN CASES OF GALL-STONES. 

Delivered before the Students of the Yorkshire College 

By A. W. AYO ROBSON, F.R C S., 

Professor of Surgery in the Victoria TJniversity ; 
Hon Surgeon to the Leeds General Infirmary ; and 
Hon. Consulting Surgeon to the Batleyi Hospital. 


Gentlemen, —You have had many opportunities 
of observing the different ailments produced by gall¬ 
stones, and you will have noticed that a number of 
the cases have been transferred from the medical 
wards, where they have undergone various forms 
of medical treatment; other cases you will have 
noticed have been directly admitted to the surgical 
wards, as medical treatment had been fully tried, 
over a lengthened period, before the patients were 
sent to the infirmary. 

Although you have seen these cases in the 
surgical wards, it would be wrong for you to draw 
the conclusion that no benefit can be derived in 
cholelithiasis from medical treatment, although in 
a great number of the cases your conclusions 
would, I feel sure, be accurate. For medical 
treatment to be successful in cholelithiasis, it must 
be undertaken in quite an early stage, when, by 
careful dieting, by regular exercise, by the judicious 
administration of diluents, by the occasional use 
of purgatives, and by the exhibition of sedatives as 
required, much may be done to expedite the 
passage of small calculi, to prevent the formation 
of others, and possibly to diminish the rate of 
increase in those already formed. 

Medical treatment, however, need not concern 
us further at present, as it will be more fully con¬ 
sidered by a medical colleague, but I should like 
to point out in what cases it may be advisable to 
employ surgical measures. 

One of the most frequent ailments which those 
engaged in general practice are called on to treat 
is known as “ spasms,” by which term is meant the 
acute, agonizing pain, starting suddenly at the pit 

of the stomach, or on the right side of the abdo- 
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men, and radiating thence to the right shoulder. 
The attacks last a variable time, and terminate in 
flatulent eructations, or in vomiting. As often as 
not there is no apparent cause, while at other times 
exertion or some error in diet will be blamed. 
Now, although these attacks may come on through 
flatulency or from indigestible food, in by far the 
greater number of cases they are due to gall-stones. 
If the attacks are accompanied by pain in the left 
•shoulder it usually points to some affection of the 
stomach rather than of the gall-bladder, but not 
certainly; as on three occasions I have operated 
in such cases and found the stomach fixed to the 
gall-bladder by adhesions set up by local peritonitis 
starting over the bile passages. It is by no means 
necessary that the attacks should be followed by 
jaundice in order that the diagnosis of gall-stones 
-may be made, for in by far the greater number of 
cases the spasms are dependent on concretions in 
the gall-bladder or in the cystic duct, and the gall¬ 
stones do not succeed in reaching the common 
duct; but should they do so, an attack of jaundice 
will follow, and if the motions be carefully ob- 
rerved, one or more gall-stones may be found in 
the faeces. It is important that you should be able 
to tell your patients how to discover gall-stones, 
and perhaps the best way is to recommend that 
the stool shall be passed into a 1 in 50 carbolic 
solution; that it shall then be stirred well round 
and passed through a sieve with a fairly fine mesh, 
when any solid particles will remain behind. If a 
gall-stone be discovered, and be found to be 
facetted, you may usually make the prognosis that 
the attack will be repeated, whereas if the stone be 
round ed it is just possible that the past attack may 
be the last, if due precaution as to diet, etc., be 
adopted in order to prevent the formation of further 
calculi. If, after a course of medical treatment, 
the attacks persist, you should explain to your 
patient the condition and the danger that may 
ensue, and you may safely say that cholecystotomy, 
skilfully performed, will both rid the patient of the 
disease and be attended with very little risk. It 
has been estimated that 95 per cent, of chole- 
cystotomies for gall-stones will recover; but, 
arguing from my own statistics, I think this is an 
under-estimate, as out of about forty operations 
performed for gall-stones, in the absence of malig¬ 
nant disease, I have not lost a single case as the 
result of the operation. Cholecystotomy, how¬ 


ever, is not by any means the easy operation which 
those who have not seen it would suppose, for it is 
an undoubted fact that the greater number of 
attacks of cholelithiasis are accompanied by local 
peritonitis, which leads to matting in the neighbour¬ 
hood of the gall-bladder, so that not unfrequently 
the gall-bladder is shrunken and hidden away 
under the adherent viscera, which must be separated 
before the gall-bladder can b’ opened. It is not 
then always an easy matter, after removing the gall¬ 
stones, to suture the opening in the gall-bladder to 
the abdominal wall, or to the parietal peritoneum, 
but, fortunately, if this cannot be done, a drainage 
tube, placed in the gall-bladder, and brought to 
the surface, will usually prevent extravasation of 
the bile. If, however, it be possible to suture Ui i 
parietal peritoneum to the edges of the incision in 
the bladder, it should be done, and when the 
bladder is forming a tumour it is easily effected. 

Instead of draining the gall-bladder, the so-called 
“ ideal operation,” in which the incision in the 
gall-bladder is immediately sutured and the viscus 
returned, has been advocated by Sir Spencer Wells 
and performed by some surgeons, notably by 
Kiister; but in order that this method may be 
sa r ely carried out, it is most important to be abso¬ 
lutely certain that the ducts have been thoroughly 
cleared, and this can only be ascertained by cathe- 
terizing the ducts, or by forcibly syringing fluid 
through the gall-bladder along the ducts, and find¬ 
ing that it passes into the duodenum. I usually 
prefer to drain, not because, as has been suggested 
by a very eminent surgeon, it would be easier to 
open the gall-bladder again should there be a 
relapse, but because drainage of the diseased viscus 
is beneficial in curing the catarrh, which probably 
always co-exists with cholelithiasis. The drainage 
tube is generally removed in a few days, and the 
opening, as a rule, closes within the month. In 
order to prevent the formation of a biliary fistula, 

I prefer to suture the edge of the gall-bladder to 
the aponeurosis and to the skin, thus having a 
layer of tissue between the external opening and 
the wound in the gall-bladder. 

In a patient now in No. 8 ward, who had been 
continually jaundiced for about three months, and 
on whom you saw me operate a fortnight ago, X 
removed completely the gall-bladder, an operation, 
known as cholecystotomy. I did this because X 
found the bladder much diseased zind shrunken. 
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and filled with muco-pus, and because it was so 
friable that in separating it from the adjacent 
viscera I unavoidably tore it in two places. After 
removing the gall-bladder I was able to clear the 
common duct by crushing the concretions, after 
which bile passed into the bowel, as was shown in 
the next few hours, when the patient vomited after 
coming round from the anaesthetic. The jaundice 
is now passing away, and the stools are gaining 
their normal colour. I have on two other occa¬ 
sions removed the gall-bladder because of a 
mucous fistula dependent on stricture of the cystic 
duct, and in all the cases the patients have re¬ 
covered. Ordinarily, however, I decidedly prefer 
cholecystotomy to cholecystectomy, and only adopt 
the latter in exceptional cases like those men¬ 
tioned. 

Cholecystectomy may also be called for in malig¬ 
nant disease of the gall-bladder, but in such cases 
the operation will be seldom feasible, as the disease 
has usually involved other viscera in the neighbour¬ 
hood. In all the cases I have explored with the 
intention of resecting the gall-bladder for cancer, 
I have found removal to be impracticable. Where 
one of the attacks of spasms is followed by jaun¬ 
dice which does not pass off, it is safe to argue that 
a stone has become impacted in the common duct, 
and if the jaundice persist the patient is placed in 
a much more serious position than if the concre¬ 
tions had been extracted before the supervention 
of the icterus; first of all, because persistent jaun¬ 
dice is dangerous in itself from its deleterious in¬ 
fluence on nutrition, and its destructive effects on 
the blood; secondly, because operations for the 
removal of gall-stones from the common duct are 
much more difficult than when the concretions are 
in the cystic duct or gall-bladder; and, thirdly, 
because operations in the presence of persistent 
jaundice are attended with great danger. For¬ 
tunately, however, these difficulties and dangers 
may usually be overcome, and not unfrequently 
the gall-stones may be crushed between the finger 
and thumb as they lie in the common duct, or if 
this be found to be impossible, the crushing may 
sometimes be effected by means of [forceps, the 
blades of which have been covered by india- 
rubber; but should this be found to be impossible, 
a fine needle may be pushed through the wall of 
the common duct and made to pierce the gall¬ 
stone, which will then sometimes break into frag¬ 


ments more easily. If, however, these means, 
known as cholelithotrily, fail, the duct may be 
incised, the operation known as choledochotomy 
being performed. It consists in incising the duct 
sufficiently to permit the extraction of the stone, 
the walls of the duct being then carefully sutured. 
The suturing of the ducts, which is by no means 
an easy operation, can be simplified by using a 
rectangular needle similar to that employed for the 
operation of a cleft palate. After choledochotomy 
it is always wise to insert a drainage tube to pro¬ 
vide against leakage. 

Jn some cases it may be found, imprudent to 
incise the common duct, and impossible to other¬ 
wise clear it In sych cases cholecystenierostomy 
may be performed, the gall-bladder being opened 
and sutured to an opening in the duodenum, or if 
that be found to be impracticable, to the hepatic 
flexure of the colon. This has usually been ac¬ 
complished by a double row of sutures, and in the 
first case in which I performed the operation I 
employed this method, but in my last case I used 
a decalcified bone tube, shaped like a cotton 
bobbin, connecting the two visceral walls together 
around the tube by means of two continuous 
sutures, one marginal, bringing together. the 
mucous surfaces, the other one-third of an inch 
from the margin of the openings, bringing together 
the serous surfaces. This method not only 
shortens the operation, but, to my mind, renders 
it much more safe. 

In very rare cases the common duct, obstructed 
near its orifice in the duodenum, dilates to such 
an extent that it may be easier to connect it and 
the duodenum directly. This operation is called 
choledochenterostomy, and although the name is 
a long one, it is certainly expressive. The opera¬ 
tion has been successfully performed on one occa¬ 
sion by Dr. Sprengel, but the condition calling for 
it must be a very rare one, as, for instance, 
irremovable obstruction of the termination, with 
dilatation of the commencement of the common 
duct and obliteration of the gall-bladder. 

In certain cases a biliary fistula may follow the 
operation of cholecystotomy, owing to stricture of 
the common duct, as in one of my early cases, 
where I performed cholecystenterostomy with 
complete success, the patient being now in good 
health ; or the fistula may depend on a gall-stone 

being left in the duct, as in another of my cases, 
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where I injected a solution of aether and turpentine, 
which either dissolved or forced on the obstruc¬ 
tion, as the fistula closed in a few days, and the 
patient is now quite well. If syringing with a sol¬ 
vent solution or with hot water should not succeed, 
another operation may be called for, when the 
obstruction must be dealt with by one of the 
methods formerly mentioned. 

A real difficulty in all cases of persistent jaun¬ 
dice, supposed to be due to gall-stones, is to nega¬ 
tive the presence of malignant disease. As a rule, 
however, where the jaundice is dependent on gall¬ 
stones, there will be a history of repeated attacks 
of spasms, and of one more prolonged than usual, 
followed by jaundice, after which the pain will 
probably occur from time to time, and will be asso¬ 
ciated with ague-like attacks. There will probably 
be an absence of enlargement of the gall-bladder 
and no evidence of hard nodules on the liver, 
which may, however, and probably will, be enlarged, 
from biliary congestion. 

At times the diagnosis will be impossible with¬ 
out an exploratory operation, which may be under¬ 
taken in any doubtful case, if the patient be in a 
fit condition to bear the procedure. The opera¬ 
tion need not be a severe or a long one; a small 
incision just large enough to admit the finger will 
enable the surgeon to get all needful information, 
and then if gall-stones be present, the incision can 
be prolonged and the operation pursued, but if 
malignant disease be found, the opening can be 
closed without further delay, unless it is thought 
wise to establish a biliary fistula for the purpose of 
relieving the jaundice. 

Wherever there is malignant disease associated 
with jaundice, the increased danger of any opera¬ 
tion must be borne in mind, as such patients bear 
operation badly, the chief dangers being from 
shock and haemorrhage. 

The following would seem to me to be the indi¬ 
cations for surgical interference in cholelithiasis:— 

(a) Repeated attacks of biliary colic which, not 
) ielding to medical treatment, arc wearing out the 
patient’s strength. 

(A) Suppuration in the neighbourhood of the 
gall-bladder as in empyema of the gall-bladder, or 
in abscess of the liver, associated with gall¬ 
stones.. 

( c ) Dropsy of the gall-bladder. 

(d) Obstructive jaundice, where there is reason 


to think that the common duct is occluded by 
gall-stones. 

( e ) Acute peritonitis starting in the region of the 
gall-bladder, where the previous history of the 
patient is suggestive of gall-stones. 

And lastly (/) Intestinal obstruction dependent 
on occlusion by a large biliary concretion. 


A CLINICAL LECTURE 

ON 

THE DIAGNOSIS OF CHRONIC 
ABDOMINAL PAIN IN WOMEN. 

Delivered at the London Hospital, 

By G. E. HERMAN, M.B. Lond., F.R.C.P., 
Obstetric Physician to the Hospital, etc. 


Pelvic pain commonly leads women to think 
there is something the matter with the womb; 
Usually, physical examination is needed if the 
cause of pain is to be found out as exactly a§ 
possible. But (1) examination is not always per¬ 
mitted. (2) Sometimes it is better to guess at; 
the condition than to insist on local examination. 

It may therefore be useful to consider the points 
which help us to form an opinion without vaginal 
examination. 

I shall enumerate the different kinds of chronic; 
pain that may make women think the womb is 
diseased, and point out their characteristics : again 
repeating that diagnosis without examination is 
only guessing. By “chronic*' I mean pain that 
long persists or often recurs, and is not accom¬ 
panied by acute febrile symptoms. 

1. First, there is the pain from tired and stretched 
muscular and fibrous structures . This is common 
in women because their muscles are weak, their 
nerves are sensitive, and they arc often amende, 
and therefore nerves and muscles are badly 
nourished. The back aches from tiring. of the 
muscles which keep the body erect. The pelyic 
floor aches from fatigue of supporting the weight 
of the abdominal contents. This latter pain is felt 
in the abdomen. .. \ 

Pain of this kind is of a dull, aching character, 1 
not severe, but wearying the patient by itsi 
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persistence. It is not definitely localized, being 
referred vaguely to the back and lower abdomen 
and down the thighs. It is relieved at once, and 
soon removed by lying down. Ask the patient 
whether, on waking in the morning after a good 
night’s rest, she is quite free from pain. The 
answer of patients who have this kind of pain only 
is invariably “Yes.'* But remember that the 
presence of this pain does not imply the absence of 
every other pain; and therefore a patient may have 
this pain and other kinds of pain as well, and she 
may then not be freed from pain by lying down. 

This is the characteristic pain of uterine dis¬ 
placements. It is for the relief of this kind of 
pain that you will find pessaries valuable. It is 
only pain of this kind that pessaries remove. 

This pain depends partly on the amount of 
stretching of the tissues, partly on the state of the 
.patient’s nervous system. Hence, you will find 
that if the patient is sleeping badly, is anaemic, or 
is getting thin, it gets worse; and that if she rests 
well, and takes plenty of food, and the tone of the 
nervous system improves, the pain gets better, 
without any appreciable change in the local con¬ 
dition. 

* 2. Pain due to chronic pelvic inflammation: to 
chronic metritis, inflammation of the tubes and 
ovaries, perimetritis, congestion of the uterus from 
backward displacement. 

This pain, like that .first described, is referred to 
the lower abdomen and back, and sometimes down 
the thighs. It is generally a continuous, dull, 
aching piin, sometimes described as throbbing. 
It is remittent, severe pain alternating with slight, 
the attacks of pain being much longer than the 
duration of a uterine contraction. It is lessened, 
but not entirely removed, by lying down. It is 
more definitely localized than the former kind. If 
the ovary be the seat of pain, the patient will 
point to a spot about two inches internal to the 
anterior superior iliac spine. If the uterus be 
painful, she will refer it to the hypogastrium, In 
backward displacements of the uterus, to the 
sacrum. This pain is aggravated by alcohol, by 
the approach of menstruation, and by sexual 
intercourse. 

3. Pain due to uterine contraction . This is re¬ 
ferred to the lower abdomen and back. Unlike 
the preceding forms, it is paroxysmal, each attack 
of pain lasting a minute or more, and being pre¬ 


ceded and followed by freedom from pain. It 
differs also in that it is not at all relieved by 
recumbency, but on the contraiy, is often said to 
be worse when the patient is lying, because a 
recumbent patient is inactive, and pays more 
attention to what she feels. Pain of this kind is 
often felt with fibroids. This is the true dys- 
menorrhceal pain. 

The foregoing kinds of pain are all due to disease 
in the pelvis . But the patient may refer pain to 
the pelvis, which has its real cause quite, outside it. 

The pain may be renal\ This is identified by the 
seat of the pain, which is over the kidney, although 
it often radiates over the abdomen and down the 
thigh- Further, by there being in the diseases of 
the kidney which cause pain, tenderness on pressure 
over the kidney; and the kidney may be swollen. 
There will also be vesical irritability, and probably 
pain in micturition. But these latter symptoms are 
also met with in most chronic pelvic inflammations. 

The diseases of the kidney which cause pain are— 

(a) Renal calculus: in which the pain is par¬ 
oxysmal and exceedingly severe, often causing 
vomiting. The urine will probably contain blood 
and crystals. If the calculus has not passed, but 
is stopping up the ureter, the kidney will be 
swollen and tender. 

(h) Inflamm xtion of ureter from other causes: a 
rare disease, in which the symptoms will be much 
the same as in calculus. 

(c) Pyelitis. ’ • 

(d) Malignant disease of kidney. 

Iq these conditions the kidney will be swollen 
and tender. 

(e) Movable kidney. This sometimes causes 
no symptoms at all. Sometimes it causes slight 
aching pain in the renal region, and there is 
generally pain in the renal region during men¬ 
struation, if at no other time. Sometimes there 
are attacks of “strangulation” of the kidney. 
This means that the vessels get kinked, and con¬ 
gestion of the kidney is the result. This is often 
the result of violent exertion or rapid movement. 
There is sudden, severe pain in the abdomen, with 
distension and tenderness. With this is faintness, 
giddiness, sweating, small rapid pulse, nausea or 
vomiting. The urine is scanty, high-coloured, 
often bloody. There is little or no fever. The 
kidney is swollen, and so tender that it can scarcely 

be examined. The Symptoms reach their height 
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at about from the fourth to the sixth day. One of 
the first signs of recovery is the copious excretion 
of urine bf low specific gravity. The symptoms 
subside in from one to two weeks. 

Dr. Matthews Duncan described what he called 
aching kidney pain in the kidney, independent 
of pyelitis, stone, mobility, or other disease in the 
kidney. I have seen cases in which there was 
renal pain, without physical signs of disease, in 
young women who were accustomed to drink very 
little fluid, which has been cured by making the 
patient drink plenty of water. Jt has seemed to 
me an explanation that the pain has been due 
to irritation of the kidney by deposits from too 
concentrated urine: a condition, in fact, of slight 
gravel, differing only from what is known as gravel 
in the fact that the urine (or at least some speci¬ 
mens) does not deposit crystals after it is passed. 


Dr. Duncan regarded aching kidney as a neuralgia 
of the kidney. This maybe so, but it is an ex¬ 
planation only to be accepted when everything 
else has been excluded. 

Chronic nephritis sometimes makes the kidneys 
painful. This is identified by the albumen and 
casts in the urine. 

The pain- may ba due to disease of the stomach : 
atonic dyspepsia, chronic gastritis, gastralgia, gas¬ 
tric ulcer, cancer of stomach, or other rarer con¬ 
ditions. In these diseases the pain is in some way 
dependent upon food. In gastralgia it is relieved 
by food ; in the other conditions, produced or aggra¬ 
vated by food, particularly solid food. Uterine pain 
has no necessary or constant relation to taking food. 
The patient may possibly think it has, but close 
observation will show no concomitant variation. 

The pain may be in the bowel: that is, one of 
the kinds of colic—painful peristaltic action. Colic 
may arise from various causes, (a) An indiges¬ 
tible meal : if from this cause, it will be of short 
duration, ceasing when the offending matter has 
been got rid of. (b) Constipation, the pain being 
in the attempt of the bowel to get rid of hard fcecal 
lumps, (c) Distension of the bowel with flatus, 
due to decomposition of its contents. The con¬ 
ditions which make the intestinal juices unable to 
digest food without the copious evolution of gas 
are in women very common, and often very per¬ 
sistent and hard to cure, (d) Nervous causes: 
anxiety, fear, distress of mi id, not uncommonly 
produce painful contractions of the bowel. ( e) 


Lastly, there is lead colic, recognized by the wel - 
known blue line on the gums. Copper poisoning 
also produces colic, but this is rare in ordinary 
practice. 

The pain of intestinal colic is distinguished from 
pain due to disease of the uterus or its appendages 
by the following features:— 

1. It is a pain which shifts its seat. It rolls 
about the belly. Sometimes you may get a patient 
who, when you ask her to point out the seat of 
pain, will indicate the whole course of the ascend¬ 
ing transverse and descending colon. Pain of 
uterine or ovarian origin is definitely in the pelvis. 

2. It is not relieved by position. The pain 
caused by displacements is removed, and that off 
uterine or ovarian congestion r or of peritonitis, is 
relieved by recumbency, but produced or aggra¬ 
vated by walking about; which, on the contrary, 
by distracting the patient’s attention, causes the 
pain of colic to be less felt. 

3. If pressure on the abdomen has any effect on 
the pain of colic, it is to relieve it. Patients with 
inflammatory pain cannot bear firm pressure, and 
on the pain of displacements it has no influence. 

4. It is relieved by the passage of flatus, or by 
the free emptying of the bowel: acts which have 
no influence on the other kinds of pain. 

In some cases there is a pain which combines 
the characters of both pelvic and bowel pain. 
Pelvic peritonitis may lead to adhesions about the 
sigmoid flexure. During the propulsion of fsecal 
masses along the colon, these adhesions are pulled 
upon, and thus there is pain just before defaecation. 
There will also be symptoms, or a history of pelvic 
peritonitis, and there will be physical signs of this 
disease. But the pain will resemble colic in being 
distinctly dependent upon defaecation ; and in being 
pain which shifts its seat as the contents of the 
bowel move onward, although it may be to a 
degree too little for the patient to recognize and 
describe. 

The pain of biliary colic can hardly be taken for 
pain due to pelvic disease. Its exceeding severity, 
sudden onset, and sudden cessation when the stone 
has passed, its being situated in the epigastrium, 
and accompanied not only by nausea and vomiting, 
but by jaundice: all these features mark it off from 
pain of uterine or ovarian origin. ' 

Some pains felt in the abdomen are neuralgic • 
This kind of pain in an external part is known k>y 
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being along the course of a nerve, and (in about 
half the cases) by the presence of tenderness at the 
spots where the nerve becomes superficial. In the 
case of visceral neuralgias we have not these 
marks to guide us, because the viscera are mostly 
supplied from nerve plexuses which we cannot 
get at. 

In the diagnosis of visceral neuralgias, we rely 
mainly on the following features:— 

1. The absence of signs of disease in the pain¬ 
ful part; and, excepting when the pain is present, 
of any impairment of its function. 

2. The personal peculiarities of the patient: her 
physique, temperament, and habits. The class of 
patients who suffer from neuralgic pains are the 
anaemic and the nervous. 

3. The character of the pain. This is usually 
intermittent or remittent: it occurs in paroxysms, 
alternating with intervals of freedom from pain or 

of only slight pain. It may, however, be constant, 
not paroxysmal, and therefore this feature, by itself, 
must not be relied upon. It is often combined 
with, or alternates with, pain of similar character 
in other parts. 

4. The effect of treatment. Neuralgic pains 
vary with the patient's health : getting worse when 
this is depressed, better under tonic treatment: 
but this is not peculiar to neuralgia. Neuralgic 
pain is almost always relieved by alcohol. It is 
not relieved by position. Inflammatory pelvic 
pain is aggravated by alcohol, and relieved by re¬ 
cumbency. 

The patients subject to neuralgic pains are 

1. Those whose nervous symptoms have been 
weakened by anaemia: the brain and nerves not 
being nourished by healthy blood. 

2. Patients worn out by want of sleep. 

3. Persons of originally neurotic temperament: 
inherited or acquired, generally both inherited, and 
developed by education. A “neurotic tempera¬ 
ment” means a too sensitive nervous system. A 
sensitive nervous system usually goes with a weak 
muscular system. 

Dr. Clifford Allbutt # has remarked that in social 
life we find two opposite types : those who are 
observant, but not imaginative; and those who 
are imaginative, but not observant. Sometimes, 
though rarely, great powers of observation and 
imagination are united in the same person : and 
• Liverpool and Manchester Reports, 1873, p. 107. 


then we have great genius, like Shakespeare or 
George Eliot. 

Among neurotic patients these two forms occur: 
the indolent and introspective, who are always 
thinking about themselves, and the active and 
observant, who think of others. Persons of the 
introspective habit are often fat, and are easily 
tempted to alcoholic excess. They are often send¬ 
ing for the doctor ; and what they need is rousing 
and occupation. Dr. Allbutt calls them “ vaporous 
neuralgics.” Persons of the observant type are 
vivacious and industrious; generally thin: bad 
sleepers, uncertain eaters. They are quick, irrit¬ 
able, sensitive, clever. Such persons do not want 
rousing : but will not tolerate soothing or restric¬ 
tions. Dr. Allbutt calls them “ irritable neuralgics," 
as opposed to the “vaporous neuralgics.” The 
great thing in the treatment of these persons is a 
generous diet and lessened labour. Such persons 
are benefited by arsenic. I have recognized the 
types described by Dr. Allbutt. 

Neuralgic pain may complicate pain of other 
kinds, and then diagnosis is very difficult, but 
extremely important Pain due to local disease is 
cured if the local disease is cured ; but if the pain 
is neuralgic, local treatment will probably be a 
failure. 


CLINICAL REMARKS 

ON 

IRITIS AND ITS TREATMENT. 

Delivered at University College Hospital, 

By JOHN TWEEDY, F.R.C.S. Eng. 


Gentlemen, —This man, who is over 70 years of 
age, is suffering from the effects of iritis. He 
came to the hospital a few weeks ago on account of 
impairment of sight, and we found that he had both 
pupils blocked with lymph and complete adhesion 
of the sphincter border of each iris to the anterior 
capsule of the lens (posterior synechia). Since 
he has been in the hospital I have done iridectomy 
in both eyes, partly to improve the sight, partly to 
lessen the damage done by the iritis, and pirtly in 
the hope of preventing further deterioration of the 
eyes. Now what has happened in this case almost 

invariably happens when iritis is not recognized in 
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its early stages, or when it is negligently or im¬ 
properly treated. You should therefore familiarize 
yourselves with the various phases and effects of 
iritis, both for the purpose of diagnosis and of 
treatment 

The history of this case is instructive. Until 
Christmas last the man enjoyed good sight. At 
that time he had an attack of inflammation of the 
eyes ; the eye-balls were bloodshot and painful, and 
there was some pain in the brows and temples. In 
the course of two or three days the pain subsided, 
but the sight had become greatly impaired. The 
man had sought medical advice and had used a 
lotion, and later he saw another medical man, who 
told him that he had cataracts. This opinion was 
erroneous, for the lenses are practically dear; the 
lymph in the pupil had been mistaken for opacity of 
the crystalline lens. 

Anatomically, iritis may present itself in one of 
three forms—viz., serous, plastic, and parenchyma¬ 
tous, or in some combination of them, and these 
various forms may occur in one of two modes—viz., 
acute and chronic. Acute iritis is usually accom¬ 
panied by symptoms so urgent and so severe that 
medical advice is sought early, and suitable treat¬ 
ment being employed, recovery takes place with 
little, if any, permanent damage. It is the milder 
forms, and especially the slighter forms of chronic 
iritis that are so apt to be overlooked and mistaken 
for a mere “ cold ” in the eye. The symptoms are 
often vague and ill-defined. The pain is not very 
great, and the redness almost inappreciable. Not 
unfrequently it is only on account of the sub¬ 
sequent impairment of sight that advice is sought 
for. Indeed, some cases of chronic iritis are so 
unobtrusive that they have been called “ quiet 
iritis,” and furnish some of the most intractable 
and difficult complications we are called upon to 
deal with. 

It is a time-honoured maxim that diagnosis must 
precede treatment, and with respect to no class 
of diseases is this more true than diseases of the 
eye, and especially iritis. By recognizing iritis 
in its earlier stages we may not only cut the disease 
short, but prevent those various physical alterations 
and lesions which predispose to recurrences of 
inflammation as well as favour the development of 
grave sequelae. No case of iritis ought to be over¬ 
looked, and with moderate care no case need be 
overlooked. 


Now, what are the difficulties in diagnosis ? A 
patient comes, say, complaining of pain in the eyes,, 
brows, and cheeks, of photophobia and lachryma- 
tion. The eye-balls are blood-shot. The first 
point to determine is, what is the system of blood¬ 
vessels which gives the blood-shot appearance? 
Is the case one of simple conjunctivitis, or is there 
also inflammation of the cornea or of the iris? 
First, look for the seat of the maximum of injection. 
This is always nearest the most diseased area. If 
there be simple conjunctivitis, the engorged vessels 
are limited to the conjunctiva, and you will find 
by drawing down the lower lid that the injection is 
most pronounced in the cul-de-sac of the conjunc¬ 
tiva and on the lid. Even when the “white” of 
the eye is red the injected vessels can be made 
to glide over the sclerotic, and the congestion 
diminishes as the vessels approach the corneal 
margin. But if there be concurrent disease either 
of the cornea or of the iris, a zone of injected epis¬ 
cleral vessels will be present immediately adjoining 
the corneal border (ciliary injection). This zone of 
ciliary injection should be looked for in every case 
of inflammation of the eye. If a circum-comeal 
zone of redness be present, we have next to deter¬ 
mine whether it indicates disease of the cornea or 
of the iris. If it be the cornea there will be either 
dimness or roughness or irregularity of the surface 
or unimpaired transparency from infiltration into the 
superficial layers or into the stroma, or from exuda¬ 
tion of the posterior layer. If the iris be involved, 
its colour and lustre, and the shape, size, and re¬ 
action of the pupil will be altered. When there is 
pronounced plastic iritis, diagnosis is compara¬ 
tively easy; the aqueous humour is more or less 
turbid, the iris swollen, its lustre dimmed, its fibril¬ 
lation obscured, and there is inflammatory exuda¬ 
tion on the surface of the iris, or in its substance, 
or in the pupillary area, and the pupil is probably 
contracted and irregular. If the case should be 
one of serous iritis, the appearances are somewhat 
different; the anterior chamber is deeper than 
natural, the iris pushed back, the pupil semi-dilated, 
and there may be dots upon the posterior layer of 
the cornea (keratitis punctata). 

The difficulties of diagnosis are greater when the 
inflammation is but slight. It is precisely in these? 
cases that we need to exercise the greatest care 
and circumspection. You should therefore make a 
practice of specially examining the iris in every case 
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of inflammation of the eye-ball, however simple its 
character may seem. If you do this, you will often 
be able to anticipate the outbreak of iritis, or if this 
have occurred, to attack it in its earliest manifesta¬ 
tions, which are usually readily amenable to treat¬ 
ment. s 

What are the points to be looked for ? I have 
already indicated them, but for the sake of em¬ 
phasis, will repeat: first, observe the colour of the 
iris ; next, its lustre, and then the size and shape 
of the pupil, and lastly, its re-action. Compared 
with a healthy iris, a congested one, and still more, 
one that is inflamed, undergoes a change of colour; 
its lustre is dimmed, the pupil is smaller (except as 
just stated in serous iritis), and it contracts more 
promptly and dilates more slowly than in health. 
In addition to these physical signs, diagnostic aid 
is often afforded by inquiries into the seat and 
character of the pain complained of. In con¬ 
junctivitis the pain is of a smarting and burning 
character, and accompanied by a feeling of grit or 
sand within the lids ; in iritis the pain is of a shoot¬ 
ing, aching, throbbing or neuralgic character, and 
is often referred to the brow, cheek-bone, and down 
the side of the nose. 

If you are satisfied that the iris is inflamed, 
whatever else there may be, you must endeavour 
by early and energetic treatment, to prevent the 
formation of adhesions of the iris to the capsule of 
the lens. In the management of all inflammatory 
affections of the eye, remember that the two chief 
factors in the healthy nutrition of the eyes are, 
first, the integrity of the ciliary body, and, second, 
patency of the angle of the anterior chamber. 
Neither of these conditions can be ensured if 
posterior synechia occur. 

The ciliary body is the chief nutritive organ of 
the eye. It secretes and elaborates the fluids 
which nourish the vitreous, the lens, and the poste¬ 
rior layers of the cornea, and if it be implicated by 
disease the nutrilion of these dependent structures 
must suffer more or less. The fluids which are 
secreted by the ciliary body ultimately pass forward 
into the posterior chamber of the eye through the 
pupil into the anterior chamber, whence they make 
their way through the delicate lymphatic meshes 
(spaces of Fontana) situated at the angle of the 
anterior chamber, between the iris and the cornea. 
This lymphatic sjstem communicates with the 
canal ofSchlemm, which in its turn is in communi¬ 


cation with the anterior ciliary veins. The angle 
of the anterior chamber, therefore, is the drainage 
system of, at least, the anterior segment of the eye. 
Now if this angle be obliterated either by apposi- _ 
tion or adhesion of the iris to the cornea, or by 
being occupied by inflammatory exudation, the 
conditions of healthy nutrition are destroyed. If 
the ciliary body continue to secrete its nutritive 
fluids, accumulation must take place if elimination 
be in any great degree checked. The vitreous 
humour will become surcharged with fluids, and 
the eye-ball becomes hard (glaucomatous). Mean¬ 
while, the proper elements of the vitreous tissue are 
pressed upon, and if there be in addition any 
admixture of inflammatory exudation the vitreous 
becomes more or less hazy, and may ultimately 
undergo shrinkage and give rise to detachment of 
the retina. 

You will readily understand how these contin- 
gencies may arise in every case of untreated or 
ill-treated iritis. The ciliary body, being in direct 
textural continuity with the iris, is therefore prone 
to participate in iritis. On the other hand, adhe¬ 
sions may occur between the base of the iris and 
the posterior layer of the cornea, thereby oblitera¬ 
ting the angle of the anterior chamber and inducing 
the anatomical basis of glaucoma. The formation* 
of posterior synechia may bring about similar 
results by destroying the communication between' 
the posterior and anterior chambers of the eye, for 
if this communication be stopped, fluid accumu¬ 
lates behind the iris, pushing it forward, and giving 
rise to what is called a “ ballooned ” iris, or iris 
bombe , which in its turn may lead to closure of 
the angle of the anterior chamber and subsequent 
glaucoma. 

Having diagnosed iritis, how shall we proceed ? 
In the treatment of iritis we must follow not only 
the general indications, but also and more 
particularly the special ones. The getterai indica¬ 
tions are to relieve pain and other urgent symptoms, 
to arrest the morbid processes, to treat and as far 
as practicable remove all constitutional and local 
causes, and to endeavour to bring about reco¬ 
very as quickly, pleasantly, and safely as possible. 
The special indications are to obtain dilatation of 
the pupil, in order to prevent the formation of 
adhesions of the iris to the capsule of the lens, or 
to break down any adhesions that may have 
formed; to preserve, if possible, the integrity of 
the ciliary body, and to maintain the efficiency of 
the drainage apparatus at the angle of the anterior 
chamber. The special indications are always the 
most urgent and most imperative. General remedies 
are valuable auxiliaries in the treatment of iritis, 
and should not be neglected, but they are of little 
avail unless local measures are intelligently and 
skilfully employed. 

The first thing to be done is to get the pup’.l dilated 
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as quickly and as fully as possible. For this purpose 
it is usual to employ a solution of sulphate of 
atropine, of the strength of about four grains to the 
ounce. Many other substances, such as duboisin, 
hyoscin, hyoscyamin, do as well as atropine, and 
are sometimes to be preferred. Atropine, and most 
of the other mydriatics, are beneficial in iritis in 
many ways; they dilate the pupil, and thereby pre¬ 
vent or break down adhesions; they empty the 
engorged vessels of the inflamed iris, and by this 
means, as well as in other ways, control the inflam¬ 
matory process ; they relieve piin, and they keep 
the iris and the ciliary body at rest, as splints 
keep a broken bone or an inflimed joint at rest, 
and thereby facilitate repair. In a r recent case of 
iritis a drop of atropine should be applied to the 
inside of the lower lids about every quarter of an 
hour for about two hours, and then about once 
every three or four hours, until the pupil is well 
dilated. If the pupil dilate moderately^ and cir¬ 
cularly after a few applications the intervals should 
be prolonged, and the atropine used only often 
enough to maintain the dilatation. If no adhesions 
have formed, or if the adhesions be few and fragile, 
the pupil will soon dilate; but if the adhesions are 
many and strong, many hours, and even days, may 
elapse before appreciable dilatation takes place. 
Do not, therefore, be discouraged and discontinue 
the atropine because dilatation does not occur at 
once. In many cases the adhesions only give way 
during the processes of resolution and repair, but 
they will not give way even then unless the iris be 
kept under the influence of atropine. 

Can we assist the action of atropine? Yes. In 
the earlier stages of acute iritis the free use of hot 
fomentations, or vapour, or dry heat, the applica¬ 
tion of two or three leeches to the inner angle of 
the lids, or of Heurteloup's artificial leech to the 
temple, or a free purge will sometimes assist the 
action of the atropine. In the later stages, mercurial 
inunction into the brow and temples, and small 
doses of mercury internally often act similarly. 

How long should atropine be used ? The rule I 
generally follow is to use it until all the external 
redness has disappeared, and from ten days to a fort¬ 
night after. If it be stopped too soon, there is a risk 
of relapse or early recurrence. 

Unfortunately, cases occasionally arise in which 
atropine is not tolerated. In some cases, intense 
local inflammation of the lids sometimes occurs 
when alfopine is applied. In such the lids should 
be washed two or three times a day with a warmed 
saturated solution of boric acid, or a weak solu¬ 
tion of alum, or sulphate of zinc, or (if there be no 
corneal abrasion) of lead. Hyoscin, or duboisin, 
or some other mydriatic should be substituted for 
the atropine. More rarely, another and more 
troublesome form of intolerance to atropine is 
manifested. In the woman you have just seen 
with chronic iritis, three or four applications of the 


atropine produced great and persistent delirium. 
In such a case the only practicable course is to 
discontinue the atropine, and when the iritis has 
run its course to perform an early iridectomy if 
there be many adhesions. 

Another difficulty sometimes arises in iritis. 
Occasionally when the eye is first seen, or, more 
rarely, in the course of the disease, the tension of 
the eye-ball is appreciably increased. We have 
then to decide whether the case is one of genuine 
glaucomi, or whether the hardness is only an acci¬ 
dental and transient phase of iritis. I would 
say that if there be clear evidence that the case 
was primanly simple iritis, and that the increased 
tension is an intercurrent symptom apparently de¬ 
pendent upon the presence of posterior synechia, 
atropine should be used in spite of the hard¬ 
ness of the globe, though it should be used 
cautiously, and the eye kept under observation. 
In most cases the hardness will subside when 
the atropine has acted, either by breaking down 
some of the posterior synechiae or in some other 
way relieving the inflammation. It is, I believe, a 
harmful procedure to use eserine or other myotic in 
such cases. Eserine is, of course, of great service 
in reducing the hardness of the eye-ball of true 
glaucoma : but it is often worse than useless when 
employed to relieve the hardness occurring in the 
course of primary inflammation of the iris. 

If in iritis increased tension persist, in spite of 
the use of atropine and other antiphlogistic mea¬ 
sures, the anterior chamber should be tapped by 
means of a broad needle or a narrow knife inserted 
at the corneo-scleral margin. Paracentesis is espe¬ 
cially indicated if the anterior chamber be deep, as 
in serous iritis, and if the aqueous humour be 
turbid. Letting out the inflammatory fluids often 
initiates resolution here, as it does in pleurisy, peri¬ 
tonitis, and other inflammations of serous sacs. 

If high tension persist, in spite of treatment and in 
spite of paracentesis, an iridectomy should be done 
though this operation should not be performed 
during the acute stages of inflammation, unless the 
indications be very urgent. On the other hand, if, 
as the result of the inflammation, the pupil is covered 
with lymph and the ring of the iris is adherent to 
the capsule of the lens, as in the old man you have 
just seen, the operation of iridectomy is required, 
not only to restore vision, but also to prevent the 
deteriorating effects of total posterior synechia, 
upon the vitreous and the lens, as well as to lessen 
the risks of recurrent inflammation. 

I have dealt with the local treatment of iritis, 
but you must not infer that the treatment in all 
cases should be purely local. Local treatment is 
indispensable, but, as 1 have already stated, general 
remedies must be employed according to the special 
indications of each particular case, in accordance 
with the recognized principles and practice ofgeneral 
medicine and surgery. 
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* The Working Editor of the Clinical Journal is so 
seriously indisposed that it has been decided to suspend the 
ordinary publication of the Clinical Journal for the next 
few weeks, and the forthcoming issues will consist of reprints 
of earlier numbers which (although in some cases already 
reprinted) will shortly be out of print. 

Subscribers who already have the reprinted issues will 
have due allowance made. 

This Issue is a Reprint of No. 2, Vol. I. 

4, Christopher Street, Finsbury Square, E.C. 

# Dr. Fred J. Smith begs to intimate to subscribers that for some months 
he has ceased to take any active part in the editing of the Clinical Journal 
and that this notice does not refer to him. 
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A CLINICAL LECTURE 

ON 

A CASE OF NEURASTHENIA, 

With Gastralgia, Vomiting, Enter- 
algia, and Ischuria. 

By ROBERT SAUNOBY, M.D., F.R.C.P., 

Physician to the General Hospital, and Professor of Medicine 
in Mason College, Birmingham. 

Gentlemen, —I wish to draw your attention this 
morning to the case of a young woman, Elizabeth 

Y-, aged 24, at present in Ward XX. She 

was admitted into the hospital on October 8th, com¬ 
plaining of pain in her stomach, which came on 
when she was tired, and was not made worse by 
food, but, on the contrary, was better after a meal 
and after resting. She had been ill six months. 
Her family history is good, so far as she can tell 
it to us, but it is not very perfect: there is no 
evidence of any tendency to nervous disease. She 
is by occupation a general servant, and she has 
had to work hard, getting up at 5.30 to 6 a.m., 
but she says she was in a comfortable situation, and 
does not consider that she was overworked. 

Her present illness began six months ago with 
pains in the abdomen; she describes the pains as 
beginning in each iliac region, radiating round the 
umbilicus and into the right breast; she also com¬ 
plains of a “ burning pain in her inside ” across the 
abdomen, at the level of the umbilicus. These 
pains came on after she had been some time on 
her feet, and at first she was able to get rid of 
them by sitting down for a while. During the 
last two months she had suffered from frequent 
sickness immediately after taking food; this was 
not preceded or accompanied by any pain. The 
quantity vomited was not great, and sometimes she 
suffered from nausea without bringing up anything. 
This symptom ceased to appear about a week be¬ 
fore admission. She has had her meals regularly, 
and has not been in the habit of eating at odd 
times. 

Present condition, October 10th, 1892 :—Patient 

Vol. YI. No. 20. 


is a small, well-developed, fairly nourished girl, 
with dark hair and grey eyes. Her face is rather 
pale, but her mucous membranes are not anaemic, no 
cedemaor skin eruption(T. = 98.8; P. = 72; R.=24 
per min.). She has no pain or discomfort after 
eating, but food sometimes rises in her mouth; 
appetite bad; no special thirst; bowels confined. 
Teeth very defective, but their places are supplied 
by artificial ones, which appear to be fairly efficient 
substitutes; tongue broad and flabby, showing long 
papillae, coated with a mucous film. Since admis¬ 
sion she has had several attacks of pain, although 
she has been lying in bed. The shape and appear¬ 
ance of the abdomen are normal; there is no 
tenderness on palpation, and except that the spleen 
can be felt below the costal arch, nothing abnormal 
can be discovered by this method of examination. 
There is some fixed dulness in the left flank, sup¬ 
posed to be due to the loaded state of her colon— 

Splenic dulness in M. A. L. ... 1 in. 

Liver „ V. M. L. ... 3 „ 

There is no cough or palpitation, but she com¬ 
plains of a little pain at the heart on walking 
quickly, and of shortness of breath on going up¬ 
stairs. The heart’s apex beat is in the fifth I. S. 

1 in. internal to the V. M. L. The heart is not 
enlarged, and the sounds are normal. 

Her chest is well formed, expands well and 
equally, while the percussion note, breath sounds, 
and vocal resonance indicate nothing wrong with 
her respiratory system. 

She has been very subject to headaches for the 
past seven years; these have been generally ver¬ 
tical, sometimes parietal, but they have not been 
attended with vomiting, and have not occurred at 
or about her menstrual periods. She says that her 
head feels big and heavy when the pain is present, 
and that the scalp remains sore to the touch for 
some time afterwards. She suffers from ringing 
and thumping noises in her head; she is often 
giddy, but has never fallen ; she has only fainted 
once in her life, a fortnight before admission. She 
says she is easily excited and put about, but is 
naturally good-tempered. She is quick in Yier 
movements and at her work. She does not 
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member having had any other pains than those the acid reaction was due to the presence of lactic 

described. Last summer she went away to the acid. Albumoses were present, and after precipi- 

country for three weeks, but the holiday did not do tation of these, there was a faint peptone reaction, 

her any real good, as she was bad again three days The conclusion drawn was that stomach digestion 

after her return. She does not think excitement was very feeble, owing to insufficient secretion of 

brings on the pain, though fatigue does. gastric juice. 

She complains of specks before her eyes, but On October 31st, she began to vomit again, and 
vision is otherwise normal. Special senses normal, the vomited matter on examination proved to be 
except some defect of hearing* in the left ear, due ordinary stomach contents, containing free hydro- 
to a slight cold ; no abnormal sensations; cutaneous chloric acid and peptone. 

and muscular sensibility normal; plantar and The problem we have to consider in this case 
patellar reflexes present, the latter being decidedly was : Is this girl suffering from organic disease of 
exaggerated. the stomach, or are the symptoms merely the re- 

She menstruates every fortnight, but the flow is suits of nervous derangement ? You recollect that 
scanty and without pain. There is no pain or diffi- in the first place she complained of pains ; but 
culty on micturition : quantity 20 oz., Sp. gr. 1038, these pains were not brought on by taking food or 
loaded with urates; acid; no albumen, sugar, or associated with the process of digestion, but, on 
bile. the contrary, were caused by fatigue, and were 

On the day following that on which these notes even said to be relieved by a meal. Now, such 
were made, a rose rash spread over her face and pains are, as a rule, neuralgic in character; but, 
body, which was attributed to the use of an unfortunately, we can never rely upon rules of 
enema of soap and water, and soon faded this kind. In the first place, patients make mis- 
away. takes, so that one who tells you that the pain is 

On the 15th she complained of nausea and of relieved by food one day, tells you it is caused by 
“ cold shivers,” which came on frequently. She food the next. We have had something of that 
was at this time on milk diet, and taking purgative experience here, which has served to make the 
doses of H. Mag. Sulph. c. Ferro. Her temperature, diagnosis more difficult. In the second place, 
pulse, and respirations remained normal, but the I have met with cases of actual organic disease of 
amount of urine excreted varied very much, and the stomach, for example, ulcer of the stomach, in 
was greatly below the normal amount. which I have been assured that food has allayed 

On the 14th she passed 12 oz., on the 15th, the pain. But another difficulty in the way of 
16 oz., on the 16th, 4 oz., the 17th, 5 oz., the 18th, accepting, without further inquiry, the idea that 

5 oz., the 19th, 13 oz., the 20th, 26 oz., the 21st, the pain was merely nervous was the history of 
14 oz., the 22nd, 5 oz., the 23rd, 8 oz., the 24th, vomiting after meals. No doubt this may be 

6 oz., the 25th, 13 oz., the 26th, 8 oz., and so on. nervous too, but it has to be proved. Nervous 

The whole six ounces passed on the 24th was vomiting is, as a rule, persistent, and occurs after 
examined; its Sp. gr. was 1035, reaction acid, but everything; that is to say, the simplest and least 
it contained no abnormal constituents. The total irritating articles of food are as liable to be 
quantity of urea was 50 grains. rejected as those which might be supposed to cause 

On the 20th she complained of a burning pain some embarrassment to the stomach—so that water 
after her food, and on the following morning a eV en is vomited. The girl’s appearance and man- 
“test breakfast” was administered. By a “test ner are strongly in favour of a neurosis; she 
breakfast” we mean a half slice of bread and three- seems to be one of those very active, energetic 
quarters of a pint of weak tea, with milk and sugar, persons who overwork themselves and then suffer 
An hour afterwards the stomach contents were with- from the various nervous symptoms which are 
drawn by a tube, filtered and tested. They were included in the modem and convenient term 
strongly acid, but there was no free hydrochloric neurasthenia. We meet with a good many in¬ 
acid present, and further examination showed that stances in women servants, who often, especially 

if they have charge of children, are liable to long 
spells of very hard work, with loss of rest, and a 
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good deal of confinement to the house when their 
little charges are ill. I hope you will bear in 
mind, when in practice, that it is the doctor’s duty 
to see that the attendants on the sick do not make 
themselves ill by a devotion which, however ad¬ 
mirable, arises in a great measure from ignorance. 
However, if that is the case with our patient, rest 
in bed and good food pught to cure her. As she 
was constipated she was ordered the Haustus 
Mag. Sulph.c. Ferro in aperient doses. She went 
on pretty well at first, but soon began to complain 
of pain after food. An attempt to get her to take 
meat was followed by greater pain, and it seemed 
desirable to carry our inquiry a little further, and 
see how far her stomach was capable of digesting 
food. For this purpose on the morning of the 
21st October she had a test breakfast, with the 
results already detailed. As the digestion seemed 
greatly enfeebled she was put back on milk for, a 
week, and then a little boiled chicken was 
added. But she did not eat well, and the 
nurse had to be told to see that she took all her 
food. 

lately the vomiting has returned,so that on Sunday 
morning she had another test breakfast, and I have 
here the filtered stomach contents. We know from 
a number of actual observations made by Ewald 
and Boas, that in a healthy stomach during the 
digestion of such a breakfast as has been described 
three stages occur. If the contents are brought 
up in ten to fifteen minutes after it has been taken 
they are found to be acid from acid salts or free 
apids, or both, but these free acids consist chiefly 
of lactic acid. This continues for the first half or 
three-quarters of an hour, after which distinct traces 
of hydrochloric acid are found together with the 
lactic acid. At last the lactic acid disappears, and 
under normal conditions only hydrochloric acid is 
found. This means that by that time the hydro¬ 
chloric acid has been secreted in sufficient quan¬ 
tity to saturate all its affinities, and to leave some¬ 
thing over to give the test of free hydrochloric acid. 
Where the secretion is insufficient this process is 
delayed, and that was the case here, as in the 
vomited matter obtained on the 31st there was 
abundant evidence of free hydrochloric acid and 
peptones. Such delay may easily occur in debility. 
There are many methods of testing for free HC1., 
but the best, according to Professor Ewald, is the 
following:— 


A drop of a solution of 

Phloroglucin ... ... 2 grms. 

Vanillin . 1 „ 

Absolute Alcohol ... 3° „ 

is placed in a porcelain capsule with a drop of 
filtered stomach contents, and the mixture gently 
heated over a spirit lamp, so that the fluid evapo¬ 
rates but does not boil. At the edges of the 
evaporated fluid a bright red patch or fine red 
streaks appear, which denote with certainty the 
appearance of hydrochloric acid. 

If the contents are acid but hydrochloric acid Js 
absent, it is necessary to determine the nature of 
the acid present, which is almost certain to be 
lactic acid. The test for this is a very simple one. 
Take some ordinary 5 per cent, solution of carbolic 
acid, and add to it a drop or two of solution of 
perchloride of iron till the fluid is a pale, clear, 
amethyst blue. To this add a few drops of 
stomach contents, when, if lactic acid is present, 
the colour will change to a canary yellow. 

But the great measure of gastric efficiency is the 
formation of peptone. The test for peptone is the 
so-called biuret reaction, or the pink coloration of 
Fehling’ssolution; but, unfortunately,the substances 
called albumoses or pro-peptones (albumens not 
yet converted into peptone, but on their way 
tnither) give this reaction, so that it is necessary 
to get rid of them before employing this test. They 
are removed by acidulating the fluid with acetic 
acid and saturating it with ammonium sulphate, 
the mixture being allowed to stand for twenty-four 
hours. This throws down the albumoses, and after 
filtering, the fluid can be tested for peptone. The 
fluid I show you has been so treated, and you see 
the result: oply a faint trace of peptone is present. 
It, of course, does not follow that complete peptic 
digestion will not take place in time; in order to 
determine that, we put the filtered contents, 
separated into three portions, in an incubator 
to one we add a few drops of hydrochloric acid, to 
another some pepsine, and to the third nothing, 
that being the control test. It is most probable 
that digestion will take place in all of these, but 
this part of the investigation has yet to be carried 
out.* 


* The simple stomach contents placed in the incubator, 
digested boiled egg albumen completely. 
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I have pointed out to you the striking reduction 
in the quantity of urine excreted during the time 
this patient has been in the hospital, a total of 345 
ounces in 27 days, or an average of 13 ounces a day. 
I do not think there is any reason to doubt the fact; 
the patient has been confined to bed, and is care¬ 
fully watched, while she was certainly not aware until 
a few days ago that any interest was taken in the 
amount she was passing, beyond the routine prac¬ 
tice of measuring the daily quantity, which is carried 
out for all patients alike. As the suppression gave 
rise to no apparent inconvenience, it is certain that 
had these measurements not been made, we should 
not have discovered it, and this suggests that many 
similar cases in private practice may easily escape 
observation. Comparatively few cases have been 
recorded, many of the earlier ones being associated 
with such fabulous details of vicarious excretion of 
urine by the ears, eyes, navel, breasts, etc., that in 
these sceptical times they were not thought worthy 
of serious consideration. 

The late Professor Laycock, in his exceedingly 
learned and curious book on the nervous diseases 
of women,* describes this nervous ischuria. He 
relates two cases: in the first, a girl of thirteen 
suffered from frequent sanguineous discharge from 
the vagina, debility and pain in the back, with 
tympanitic distension of the abdomen and consti¬ 
pation ; she passed only a few tablespoonsful of 
urine daily, while “ a nauseous salt water of a red 
colour used to come into her mouth.” This fluid, 
when heated, smelt strongly of urea, and coagu¬ 
lated, while when the patient was taking turpentine 
it smelt strongly of violets. 

The other case is on the authority of Dr. Girdle- 
stone, in which a young lady was said to have 
remained without passing urine for two years, 
meanwhile vomiting urinous fluid. “ Her motions 
were invariably found to have come away without 
a single drop of urine, and in the presence of Dr. 
Girdlestone and Mr. Borratt, a catheter was intro¬ 
duced by Mr. Downe, when the bladder was found 
not only empty, but so contracted as to lead to the 
belief that no urine had entered it for some time.” 
Professor Laycock devotes all the rest of the section 
to the consideration of the probability of the 
occurrence of paruria erratica , that is, of a vicarious 


* “ A Treatise on the Nervous Diseases of Women.” By 
Thomas Laycock, M.D. London, 1840. 


secretion of urine by other organs, such as the 
stomach, and concludes in its favour. Professor 
Laycock did not possess the faculty of popularizing 
his teaching, so that his observations remained 
unheeded until Professor Charcot drew attention 
to them in his lectures.* Charcot pointed out 
that it is not a question of mere retention of urine, a 
common enough fact in hysteria, but of the actual 
quantity secreted by the kidneys being remarkably 
below the normal amount, and even frequently 
reduced to zero. The occurrence is often transient, 
and may under these circumstances easily escape 
observation; but in others it becomes permanent, 
and for weeks or months the quantity of urine 
rendered in twenty-four hours may be quite insig¬ 
nificant in amount, or there may be complete sup¬ 
pression for several days together. When matters 
take this turn, fluid is vomited which contains 
urea, and Professor Charcot compares this con¬ 
dition to that of the animals experimented on by 
Provost and Dumas, and especially by Claude 
Bernard and Barreswill, where removal of the 
kidneys or ligature of the ureters was followed by a 
vicarious elimination of urine from the intestine. In 
the matter so eliminated some observers (Claude 
Bernard) have detected carbonate of ammonia, 
resulting from the decomposition of the urea, and 
others (Munk) urea itself. The animals seemed to 
suffer little inconvenience, and it was only when 
this supplementary excretion ceased that grave 
symptoms occurred, which soon occasioned death. 
Professor Charcot says that he was for long under 
the impression that these cases were instances of 
simulation, of which several examples came under 
his observation; and the fact that calculous sup¬ 
pression of urine is always fatal in a short time, 
made it difficult for him to understand how these 
patients could suffer so little apparent inconvenience 
if the renal functions were really suppressed. But 
he ultimately met with a case of chronic hysteria 
with contraction of all four extremities, by which 
the patient was confined absolutely to her bed, 
and surveillance was made easy. Under these 
favourable conditions, it was noticed that she passed 
little or no urine, the average daily amount for a 
month being 3 grammes, while during the same 
period she vomited a litre daily. Complete anuria 


• Lectures on Diseases of the Nervous System. ByJ. 
M. Charcot. London : The New Sydenham Society, 1879. 
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occurred at times, but never lasted more than 
eleven days. The vomited matter was carefully 
examined and found to contain urea; a portion of 
the patient’s blood was withdrawn, but the amount 
of urea found in it did not exceed the normal. 
This case satisfied M. Charcot of the genuineness 
of this curious condition. He thinks the explana¬ 
tion of the tolerance of the condition must be 
looked for in a decrease of the phenomena of 
catalytic activity manifesting itself by an absolute 
diminution in excrementitious matter. 

I was acquainted with the writings of Professor 
Laycock and M. Charcot, but my personal expe¬ 
rience of this affection began six or seven years 
ago, when Mr. I^awson Tait asked me to see a 
lady who was passing a very small quantity of 
water. She was an inmate of his private hospital, 
and was carefully watched, so that there can be no 
doubt as to the facts. On one occasion she passed 
only sixteen ounces of urine in a week. This when 
examined was feebly alkaline from decomposition 
and deposited phosphates ; it contained a large 
amount of indican and 176 grains of urea—the 
total urea eliminated by the kidneys in a week of 
seven days, instead of the normal quantity of at 
least 2100 grains. What became of the remainder ? 
I cannot say ; she did not vomit, and was con¬ 
stipated. She presented many other nervous 
symptoms, and was at the time undergoing the 
Weir-Mitchell treatment In a short time she 
began to pass a normal quantity of urine, and as 
she improved in other respects she was sent home. 

A couple of years later I saw a young lady, aged 
nine, who alarmed her mother and puzzled her 
medical attendant by the great variation in the 
daily quantity of her urine. Sometimes this would 
be normal for her age (30 ounces), and at other 
times she would go for twenty-four hours without 
passing more than half an ounce. This was not 
due to retention, and there was sufficient evidence 
of a neuropathic tendency to justify, in the absence 
of graver urinary derangement, the diagnosis of 
hysterical or nervous ischuria. 

Since then 1 have met with moderate degrees 
of ischuria in a good many hysterical patients, and 
I take the present opportunity of speaking to you 
on the subject because it is one that is really more 
common than it is thought to be, such examples as 
the p-esent occurring with tolerable frequency, 
though they are doubtless often overlooked. 


We may sum up the case in conclusion by the 
statement that there is no evidence of any organic 
disease, and that the whole of the symptoms are 
functional in their nature, of nervous origin, and 
dependent upon a condition of neurasthenia which 
time, rest, and patience will cure. 


A CLINICAL LECTURE 

ON 

SOME POINTS IN THE DIAGNOSIS 
AND TREATMENT 
OF HIP-JOINT DISEASE.* 

Delivered at King’s College Hospital, 

By WILLIAM ROSE, F.R.C.S., 

Professor of Clinical Surgery, and Surgeon to the Hospital. 


Gentlemen, —In my last lecture we considered 
the history and progress of a case of Hip-joint 
Disease, as regards aetiology and symptoms. We 
also followed the course a case would pursue if 
allowed to proceed untreated, either to death or to 
recovery with considerable and extensive deformity. 
To-day I propose to discuss certain special points 
as regards the diagnosis, prognosis, and treatment 
of this conditioa 

In the first place as regards Diagnosis. There 
are four special conditions for which hip-joint 
disease may be mistaken :— 

(1) Disease of the knee-joint . This is by no 
means a rare error. I have occasionally seen a 
patient with a healthy knee-joint painted witn 
iodine where the disease was situated in the hip. 
This error is due to the fact that the child does 
not give a very clear history, and refers the pain 
to the knee instead of the hip-joint. Whenever 
you see a child who complains of pain in the 
knee, first carefully examine the joint, and if there 
be no effusion or other sign of joint disease present, 
such as limitation of movement, have the child 
stripped and then make it stand up, to see if there 
is any apparent lengthening or shortening of one 
or other limb; -finally, take the usual measurements, 
and form your opinion on the evidence afforded by 
the examination, rather than depend on the child’s 
statement. 

* Abstract of. 
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(2) The disease may he erroneously ascribed to the 
sound hip . This error, though not so frequently 
met with as the former, is occasionally committed. 
You will remember that in my previous lecture I 
spoke of the apparent lengthening of the limb in 
the earlier stages; which I also stated was due to 
the tilting downward of the pelvis on the affected 
side. This may mislead the surgeon into the 
belief that the disease is on the side of the 
apparent shortening. The question should be 
settled—firstly, by the situation of the pain; 
secondly, by the alteration in the shape of the 
gluteal region ; and thirdly, by the painful limita¬ 
tion of movement on the affected side. 

(3) Disease of one or both sacro-iliac synchondroses. 
In this affection the patient presents many signs j 
which resemble those of hip disease. He com¬ 
plains of lameness, and the pelvis is tilted in a 
somewhat similar manner; but the latter condition 
is due to rotation of the whole os innominatum, 
whereby the anterior superior spine is displaced 
downward and forward. On the other hand, by 
pressing the two ilia toward the sacrum, pain is 
frequently elicited in the articulation, and a distinct 
swelling is generally present in the same region. 
When, however, the pelvis is fixed, there is perfect 
freedom of movement at the hip-joint without 
pain. 

(4) Spinal disease . If the case is one with 
well-defined symptoms of spinal.disease, pain on 
movement of the vertebrae, and an abscess pointing 
in one of the usual situations, there is not much 
danger of a mistaken diagnosis. But when the pus 
passes into the pelvis, and then leaves it by the 
sacro-sciatic notch, the diagnosis may become one 
of difficulty at first, although the subsequent course 
of the case will disclose its real character. Finally, 

I must warn you that both spinal and hip-joint 
disease may co-exist in the same patient. 

And now a few words as to Prognosis in 
hip-joint disease. We may speak of the pros¬ 
pects as regards the life of the patient, or as re¬ 
gards the retention of the limb and its subsequent 
utility. The Prognosis depends inter alia very 
much on the period of the disease at which it 
comes under your observation. The earlier the 
disease is taken in hand the better, and the greater 
chance there is of treating it successfully. If the 
child is blest with parents who can afford to keep 
it in proper hygienic surroundings, take it to the 


seaside, provide suitable and scientific mechanical 
appliances, attention, nursing, and everything else 
needful, the Prognosis is naturally better than • in 
the usual class of children who are treated in 
hospitals, for in these latter not only can they not 
afford any of the helps I have mentioned, hut fre¬ 
quently they are children of very low vitality. 

This brings us to the question of Treatment, 
which can be conveniently divided into what we 
may term—(1) The expectant or mechanical, and 
(2) the operative treatment. Under operative 
treatment We shall deal with its different forms of 
(1) incision, (2) excision, and (3) amputation. 

Fir at, as regards the expectant treatment The 
patient is put to bed, so as to rest the body, and 
the hip should also be immobilized. But whilst 
we rest the patient in bed, the constitutional con¬ 
dition must not be forgotten ; for though rest in 
bed is very appropriate for the limb, the want of 
exercise is likely to induce a torpid liver, and to 
impair the various functions of the body. Unless, 
then, we give tonic treatment, and take care that 
the food is carefully regulated, the benefit arising 
from the rest is sometimes counteracted by the 
injury done to the general constitution. > 

As to the mechanical treatment, there are various 
ways of fixing the hip.' One 6 f the most convenient of 
all extension apparatus is by means of a weight and 
pulley, the weight being attached to a piece of cord 
passing over the pulley at the raised end of the 
bed; this is attached to the limb by means of 
properly adjusted strapping, and a weight of from 
one to five pounds is employed to keep up constant 
tension, and so relieve the pain by keeping the 
articulation extended. The limb is steadied by 
means of sand-bags and a draw-sheet* Occasionally 
it may be advisable to apply extension to both 
limbs so as to prevent any undue tilting of the 
pelvis to either side; a heavier weight may often 
with advantage be placed on the shorter limb, 
which in the earlier stages is the sound one, and 
in the later the diseased. 

In the next place we have the long Liston splint, 
with the perineal band, taking its purchase from 
the ischial tuberosity, a plan in vogue many years 
ago, and still had recourse to in the treatment of 
fractures of the thigh bone high up, and one, I 
believe, still adopted by my colleague, Sir Joseph 
Lister, for this disease. 

Lastly, we have what is called Thomas’s splint. 
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When I explain the way in which this splint is 
applied, I think you will see that it meets the 
difficulty alluded to above, viz., the immobilization 
of the limb, and yet permits the child to get about 
in the fresh air. It is made of iron rigid enough 
to bear the weight of the patient, and annealed so 
that it is capable of being bent into any shape, so 
as to fit the back of the patient and the injured 
thigh. It is usually one inch and a quarter wide, 
and one sixteenth of an inch thick. It consists of 
a vertical portion which passes down the back from 
about the level of the scapular angle, and, of 
course, on the side of the spine corresponding to 
the thigh affected. It reaches down to just below 
the enlargement of the calf, about the centre of 
the leg. There are three semi circular pieces of 
iron rivetted through their centres at right angles 
to it, one at the lower extremity to clip the calf; a 
second embraces the thigh just below the nates; 
and the third is at the upper extremity, surround¬ 
ing the thorax for two-thirds of its circumference, 
the rest being completed by a strap. It is kept 
from slipping down by straps and buckles which 
go over the shoulders, and are fastened in front. 

The advantages of Thomas’s splint are that it can 
be applied at any stage of hip disease, and that, if 
the child be not suffering considerable pain, it is 
possible for it to go about and get exercise. To 
accomplish this a patten is placed under the 
sound foot, so as to raise it about two inches or 
more above the ground, and the child walks on 
this by means of a pair of crutches, so that the 
diseased limb hangs stiffly at the side, and does 
not touch the ground. To recapitulate, the two 
important features about the use of a Thomas’s 
splint are the fixation of the limb, so as to steady 
the hip-joint, and the fact that it enables the 
patient to go about and get fresh air. 

As regards constitutional treatment, of course, as 
said before, fresh air, etc., is of the greatest im¬ 
portance. Good food, good milk, fresh meat—not 
the tinned meat that the poor are so fond of giving 
their children, on account, probably, of its cheap¬ 
ness—all these are necessary. The best drugs are 
syrup of the iodide of iron, Fellows’ syrup, and 
cod-liver oil. As regards local applications to the 
hip, I am afraid I cannot say, from my own 
experience, that they are of much benefit. 
Blisters and iodine paint have been recom¬ 
mended, and supposed to be beneficial; but the 


depth of the hip-joint precludes the possibility of 
their being of much value. The actual, or button 
cautery, on the other hand, has been of great use 
when applied in the trochanteric region, and 
appears sometimes to have a good effect in re¬ 
lieving deep-seated pain, particularly in the early 
stages of the disease. It is, however, an open 
question whether the benefit derived is not as 
much the result of the rest as of the cauterization. 

In judging of the results of the expectant and 
mechanical treatment, it is instructive to turn to the 
published statistics of Mr. Howard Marsh, who has 
devoted considerable attention to the treatment of 
hip-joint disease without operation at the Alex¬ 
andra Hospital for Hip Disease in Queen Square, 
where operative treatment is not adopted. In 277 
cases where suppuration occurred, the average 
duration of successful treatment was four years; 
where no suppuration occurred, they required treat¬ 
ment in the way I have indicated on an average 
for three years. Out of 401 reported cases, Mr. 

Marsh speaks of 42.3 per cent, cured 24.2 percent, 
incomplete cases—cases discharged with 
sinuses, or still under treatment—and 33.5 per 
cent died. 

At King’s College Hospital, however, we do not 
altogether agree with leaving these cases alone; 
abscesses are not allowed to burst, but we treat the 
hip in a more heroic manner. 

With regard to the operative treatment, three 
different methods are employed : (1) simple inci¬ 
sion to drain abscesses, (2) excision, and (3) 
amputation. 

Some of you may have seen me make a simple 
incision as a preliminary to later operation; for when 
we have a very large abscess to deal with, such as 
you see in one of these drawings, it is often politic 
to diminish the size of the abscess cavity and allow 
of its contraction by means of the preliminary 
evacuation of the pus before excision is resorted to. 

In very young children I have known the opening 
of a large abscess to be followed by considerable 
reactionary haemorrhage from the vessels of the 
abscess wall, which, if superadded to the shock 
resulting from the operation of excision, may 
determine a fatal issue. In such cases, by 
keeping up suitable pressure, we can, without 
disturbing the patient very much, render the part 
much more favourable for operative treatment 
in the course of a few days. - 
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Ordinary incision and washing out the joint has 
been had recourse to, but in tubercular cases is 
insufficient, and therefore unsuccessful in dealing 
with the disease. On the other hand, I have in¬ 
cised hip-joints in which there have been abscesses 
from pyaemic sources, where perfect recovery has 
resulted. 

As regards the operations for excision of the hip , 
we have two principal methods which are called the 
anterior and posterior. The anterior method is per¬ 
formed as follows:—The point of the kni r e is entered 
about three-quarters of an inch below the anterior 
superior iliac spine, and an incision is made almost 
directly downwards. The knife should pass firstly 
between the tensor vaginae femoris and the sartorius 
muscles, and then more deeply between the rectus 
femoris on the inner side and the gluteus minimus. 
The capsule of the joint is opened by election close 
to the anterior inter-trochanteric line, and the left 
index finger introduced into the cavity of the joint. 
Probably it is distended with pus; and having 
ascertained that there is a sufficient opening, a 
narrow saw of any description is introduced, and 
the neck of the bone cut through close to the 
trochanter. The neck is then seized with a pair 
of lion forceps, and the head removed. This done, 
the cavity of the acetabulum is examined, any 
accessible disease of the bone being removed, 
as well as synovial membrane. 

After this the wound should be thoroughly irri¬ 
gated with a hot solution of carbolic acid (i in 80), 
haemorrhage being thereby arrested; the tempera¬ 
ture of the lotion should be such as just to permit 
the hands to be dipped in it without pain. If one 
is reasonably sure that the whole of the disease has 
been removed, there is no objection to the stitching 
up the wound. If, on the other hand, there is any 
doubt on this point, a drainage tube should be 
inserted, or the wound stuffed with antiseptic 
gauze soaked in glycerine and iodoform. The 
advantages of this operation are that no important 
structures are cut through. The powerful muscles 
attached to the trochanter are left intact, and the 
surrounding structures are but little disturbed. 
There is a much smaller wound, and consequently 
less shock to the system, than in the posterior 
operation. But it is necessary that I should place 
before you certain disadvantages which this method 
entails :— 

(a) Bad drainage, where such is necessary, the 
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opening being placed above, and not at the roost 
dependent point, for the patient has to lie on the 
back. 

(h) The disease is not necessarily limited to the 
head and neck of the bone, but we often find that 
it involves the trochanteric region and upper part 
of the shaft, and such cannot satisfactorily be dealt 
with by this operation. 

(c) Acetabular mischief, when it exists to any 
great extent, is difficult to reach from in front; 
for the head of the bone lies at a considerable depth 
from the front of the thigh, and the acetabulum 
can be better exposed by the posterior incision. 
The value of this operation, then, seems to consist 
in its application to disease of the hip in its very 
early stages, where the disease has not advanced 
to that stage of dislocation to which I have referred, 
and where the head of the bone, though eroded, 
is still in the acetabulum. 

The posterior method. Where sinuses exist, they 
should be utilized by laying them open, and ex¬ 
posing through them the seat of the disease. They 
also act as guides to the different foci of tubercular 
mischief, and should be thoroughly scraped and 
purified at the conclusion of the operation. The 
resulting wound should not be stitched up, but left 
to granulate from the bottom. 

Where no sinuses exist, it is my usual plan to 
commence my incision a little above the great 
trochanter and carry it downward and backward, 
skirting the posterior border of that prominence in 
a crescent-shaped manner, the bone being imme¬ 
diately reached. By means of retractors the 
wound is*held open, and the trochanter is clearly 
defined. The shaft of the femur may now be 
divided by means of a chisel just below the great 
trochanter, but the lesser trochanter must, if 
possible, not be interfered with. The head and neck 
is laid hold of by the lion forceps, and the muscles 
divided and separated; the head is readily twisted 
out of its socket and removed, and the acetabulum 
may be cleared with a suitable gouge. The wound 
is best treated as an open one, unless the surgeon 
is quite satisfied that the whole disease has been 
removed. 

With regard to the sub-periosteal method of 
operating, I have not found it always feasible or 
satisfactory. The surgeon should not lose sight of 
the fact that the object of the operation is the 


removal of all 


obvious disease, 
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time the muscular insertions into the periosteum 
should be stripped off by the raspatory where 
practicable, and not cut through at a distance from 
the bone. 

Regarding the performance of amputation of the 
hip, I think I may say briefly that in the present 
day we never amputate at the hip unless previous 
incision or excision has failed, or unless we see 
most distinctly that the patient is not able to bear 
the prolonged drain and the shock of the latter 
operation. I had to amputate at the hip last 
session for this disease, but it was then simply a 
question of saving the child’s life. On a future 
occasion I shall hope to deal more fully with this 
part of the subject. 


A CLINICAL LECTURE 

ON 

ALBUMINURIA IN PREGNANCY.* 

Delivered in connection with the London Post-Graduate 
Course, 

By J. B. POTTER, M.D., F.R.C.P., 

Obstetric Physiciin to the Westminster Hospital. 

Late Examiner in Midwifery to the Conjoint-Board. 

Among the diseases of pregnancy, albuminuria 
is one of the most important, and it is on this 
account that I am directing your attention to it this 
evening. It is only within the last fifty years that 
it has been recognized. It was first alluded to in 
France, by Rayer, and soon afterwards in this 
country by Dr. Lever in the seventh volume of the 
“ Guy’s Hospital Reports.” Since then various 
papers have appeared on the subject from time to 
time, but the import of the symptom still remains 
somewhat uncertain. This, no doubt, is due to the 
varieties of the disease. From the observations of 
Monsieur Blot, many years ago, it appeared that at 
least twenty per cent, of all pregnant women had 
albumen in the urine in varying quantities, and it 
was estimated that albumen was to be found, one 
in seven before, one in four and a half during, and 
one in four shortly after labour. These observa¬ 
tions, however, have never been confirmed in this 
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country, and the amount of albumen sometimes 
present, and peristence or not after delivery, has 
not been stated. 

The reason that albuminuria has always been 
regarded in pregnant women with alarm has been 
on account of the coincidence in many cases with 
the occurrence of eclampsia; but there are other— 
and quite as great—dangers which occur in its 
presence, viz., retinitis, causing almost blindness 
—the “ amaurosis ” of old authors, and the per¬ 
sistence of the symptom itself, ultimately causing 
the death of the patient from Bright’s disease. 
Hence we shall find that our treatment to be suc¬ 
cessful must, in the main, be preventive. It is 
well to remember in the outset that albuminuria is 
far more frequent in primiparous than multiparous 
women, though even in the pregnant state the urine 
of a healthy woman contains no albumen, hence it 
may clearly be said to indicate a pathological condi¬ 
tion of which it is the symptom. Also that in both 
the greater the age the less the liability; and it also 
may be taken as a general fact that the amount of 
urea found in the urine is diminished in all cases. 

Now with regard to the causes, the following 
have been assigned : pressure on the renal veins, 
or on the ureters ; increased arterial tension in 
connection with hypertrophy of the heart; reflex 
irritation conveyed from the uterus to the kidney ; 
increased work thrown upon the kiJney during 
pregnancy, this acting on a kidney originally weak, 
and possibly having undergone some degeneration ; 
then the occurrence of Bright’s disease before or 
coincident with the pregnancy, or the re-develop¬ 
ment of old scarlatinal dropsy. Among the French 
authors, super-albuminosis is assigned as a cause. 

Now, first with regard to pressure—although this 
may be an active cause sometimes in the latter part 
of pregnancy, and especially when oedema is found 
of the lower extremities, it can scarcely be con¬ 
sidered an active ctuse in those cases where the 
albuminuria is a comparatively early symptom, 
especially those cases where it comes on before 
the fourth month. With regard to increased arterial 
tension, this undoubtedly, in the presence of a 
watery condition of blood, favours the occurrence 
of albuminuria; and when we come to consider the 
state of the blood in pregnancy, no doubt this has 
an important bearing. 

Let me remind you roughly that the bloo^. 
during pregnancy his less albumen and rr\or^ 
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water, and it is on this account that the French 
observers lay stress upon the condition of super- 
albuminosis being a cause of albuminuria. They 
contend that although the amount of albumen in 
the blood in pregnancy is lowered, still proportion¬ 
ately the water is increased, and that in the pre¬ 
sence of this arterial tension there is a tendency 
in many cases for exudation of the albumen to 
take place; and the experiment of Bernard of the 
injection of albumen or serum into a vein producing 
albuminuria, and also the known fact that an ex¬ 
cessive diet of albuminous material has also given 
rise to albuminuria, have a distinct bearing on this. 
It has also been thought that a large amount of 
albumen being required for the nutrition of the 
foetus, and this not being used up, especially in 
cases when the foetus is found small and shrivelled, 
that the excess of albumen not used exudes through 
the vessels and passes into the urine. There is no 
doubt—and Tyler Smith laid stress upon this—that 
the reflex condition, in the same way as other reflex 
symptoms such as induce the vomiting of preg¬ 
nancy, has to do in some cases with the occurrence 
of albuminuria. It has been stated, and I believe 
correctly, that it is rare to find blood in the urine 
in the albuminuria of pregnancy, whereas in the 
acute desquamatory nephritis it is fairly common. 

With regard to the coincidence of Bright’s 
disease, this is often difficult to ascertain, as we 
are by no means certain when the albuminuria 
commenced. My own impression is that in many 
cases which I have' seen, the cause seems to be 
some latent condition of the kidney, which is 
brought out by the presence of pregnancy, and this 
certainly accounts for those cases where albumi¬ 
nuria comes out in successive pregnancies and dis¬ 
appears on the termination of the pregnancy. 
Other symptoms that are noted in albuminuria are 
cedema, headache, deafness, blindness, paralysis, 
dizziness, vomiting, and pain in the lumbar region. 
Of these it is necessary that I should lay stress 
upon the occurrence of cedema; this is not often 
overlooked in the latter part of pregnancy. At this 
period cedema is observed, and among the older 
authors was often associated with the occurrence of 
convulsions. But it is to the occurrence of early 
oedema that I wish to draw your special notice. 
This is often observed in connection with the eye¬ 
lids, but oedema to a considerable extent of the 
vulva often takes place, and is either not noticed 


by the patient or she lays no stress upon it. In 
two cases this has been a very well-marked point; 
in both of them the patient was apparently well, 
and complained of nothing; in one as early as six 
weeks the cedema of the vulva was so great that it 
was necessary to relieve it by puncture, and in this 
case albuminuria had occurred in the two previous 
pregnancies, in both of which abortion took place 
between the third and fourth month. In the other 
case, a primiparous woman complained of nothing, 
and apparently being in perfect health, was seized 
at about the fourth month, with violent convul¬ 
sions, deafness, and blindness, lasting for over 
thirty-six hours, the urine being nearly solid with 
albumen. After this period the symptoms slowly 
passed off. When the patient recovered conscious¬ 
ness she stated that she had considerable swelling 
of the private parts, but that she had not mentioned 
it because she thought this was one of the ordinary 
occurrences of pregnancy. Hence it is important 
in all doubtful cases to question the patient closely 
on the subject of cedema. 

Again, in a primiparous woman the occurrences 
of persistent headache with giddiness should arouse 
our suspicions, and cause us to examine the urine, 
and this especially as time goes on, when dimness 
of sight, amounting almost to complete blindness» 
is apt to take place. Another very unfortunate 
symptom is the occurrence of late sickness. This> 
in the presence of albuminuria, is often attended 
by fatal results. It should be remembered how the 
retinitis is met with more often in the albuminuria 
of pregnancy than in that of the non-pregnant 
state. 

With regard to the course of the disease, in the 
slighter cases the albumen may remain small in 
quantity, or may disappear, or, on the other hand, 
increasing, may lead to the dangers to which we 
have alluded. But the course of the disease de¬ 
pends very much upon the varieties, and we may 
say of these that the symptom may be transient 
and slight, or large and increasing in quantity, 
and the albumen increasing coincident with the 
diminishing urea, is always a serious condition. 
Then, as to the occurrence of the oedema with the 
albuminuria, this again helps us with regard to our 
interference or not. 

With regard to prognosis, this has to be con¬ 
sidered as to the present pregnancy—as to future 

pregnancies and as to a continuance of the disease 
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or not after pregnancy has concluded. First, as 
to the present pregnancy: our prognosis here 
depends much upon the quantity of albumen and 
its increase or decrease under treatment, though 
in cases where casts are found the symptom passes 
off after emptying of the uterus, still their presence 
renders our prognosis more serious than when they 
are absent. It is well to remember also that the 
appearance of albumen in the early months of 
pregnancy is more serious than when it appears 
only in the later months; but on the whole, and 
bearing in mind what we have to say in regard to 
treatment, our prognosis as to present pregnancy 
may be said to be favourable. As to future preg¬ 
nancies, there is no doubt that there is a great 
tendency for the symptom to reqqr, and.-b^Ucving 
as we do, that the pregnant state is often the con¬ 
dition which brings out the latent kidney trouble, 
a very guarded prognosis must be given and the 
patient carefully watched, the urine being examined 
at intervals during subsequent pregnancies. As to 
continuance of the disease we may in many cases 
predict the absolute recovery of the patient, but it 
is well to wait from three to six months before a 
final opinion is given; it sometimes * happens that 
the albumen disappears entirely at first, and after 
a time returns again, and continues for a variable 
period. 

With regard to the treatment. The treatment of 
albuminuria is much the same in pregnancy as at 
other times, that is to say, as far as diet and medi¬ 
cine is concerned; to promote the action of the 
skin, increase diureris and promote extra activity 
of the bowels are well-defined rules of treatment. 
At the same time, the diet should consist largely of 
milk, and the avoidance of all albuminous food, 
and this as far as can be maintained, keeping in 
mind the patient’s general condition, is at first the 
main treatment. The patient improving, we may 
then administer some form of iron, and watching 
her carefully, allow the case to go on if possible 
until the child is viable; but no matter at what 
period of the pregnancy, if the symptom increases, 
or if the general condition of the patient does not 
distinctly improve, then bearing in mind that in 
many cases the albumen disappears soon after the 
termination of the pregnancy, the question of its 
premature conclusion must be seriously entertained. 
Hence the preventive treatment to avoid danger to 
the patient is the provocation of premature labour 


or even abortion, and this in most cases at once 
relieves the urgent symptoms: the albumen dis¬ 
appears, the sight is restored, and the patient is 
brought from a state of danger to one of safety. 

The treatment may then be said to be, to attack 
the symptom by appropriate measures, to keep the 
patient at rest, and watch her closely, and be 
prepared to act if the albumen increases, or the 
general condition of the patient is not an improving 
one. And to carry out this plan regardless of the 
time at which the pregnancy has arrived, if the 
state of the patient justifies us in doing so. Of 
course in the cases s§en later at the stage when 
retinitis or other serious symptom is present, the 
bringing on of prematyre labour or even abortion 
becomes an immediate and urgent necessity. 

With regard to the after-treatment, this of course 
depends upon the persistence or not of the albu¬ 
minuria. In the cases in which the disease is 
involved with that of chronic Bright’s disease, the 
condition remains, and has to be treated as an 
ordinary case of nephritis. 

In all cases the risk of pregnancy should, as far 
as. possible, be avoided for. at least one or two 
years. As it is especially when the pregnancies 
follow each other in rapid succession that the re¬ 
currence of the albuminuria is likely to happen. 

In conclusion, the points that I would desire 
especially to impress upon you are the diagnosis 
of the condition as early as possible. And for 
this the more frequent examination of the urine, 
especially in primiparous women, for the detection 
of albumen is to be advised. Next, close ques¬ 
tioning these women as to the occurrence of early 
oedema, and finally, if the albumen be discovered, 
the patient to be carefully watched and treated; 
and upless the amount of albumen decreases , or 
remains stationary, the patient’s general condition 
otherwise being good, then the case must be 
looked upon with anxiety, and the question of 
emptying the uterus carefully discussed and carried 
out. The termination of the pregnancy being the 
only real safety to the patient. 
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A CLINICAL LECTURE 

ON 

GRANULAR LIDS AND THEIR 
TREATMENT. 

By WILLIAM I ANG, F.R.C.S., 

S. rgcon to the Royal London Ophthalmic Hospital, 
Moorfields. 

Ophthalmic Surgeon and Lecturer on Ophthalmology to 
the Middlesex Hospital. 


The old man whom I am about to treat for 
Granular Lids says his eyes have been affected for 
fifty years; this, perhaps, is a rather longer case 
than one often meets with, but otherwise it does 
not differ from the average of those one sees here 
daily. If the treatment I am about to adopt 
succeeds in curing him permanently, as it has done 
in many other cases I have treated during the last 
three years, I am sure you will be anxious to try it 
on the first appropriate case you meet. You will 
observe that I say “appropriate case,” for in 
granular lids, as in so many other diseases, the 
same treatment cannot be applied to each and 
every case, therefore I will first say a few words 
about the various kinds, or rather, various stages, 
of granular ophthalmia. 

It may begin as a muco-purulent or purulent 
ophthalmia of an epidemic character, as a follicular 
ophthalmia, or in a dry form, with well-marked 
trachoma as its chief feature : though eventually, 
if the disease is allowed to run its course, all three 
varieties will be indistinguishable. 

When it is possible to make a diagnosis in the 
very earliest stage of the first variety, that is almost 
before the discharge commences, it will be found 
that a single thorough application of solid sulphate 
of copper often suffices to cut short the disease. 
The crystal must be well rubbed over the everted 
lids, and also underneath them, so as to get into 
the bottom of the cul-de-sac, especially the upper 
one. If this stage of the disease be allowed to 
pass, as it probably will, unless in rapidly spread¬ 
ing through a confined community, the surgeon’s 
suspicions as to its nature are aroused, then it will 
be impossible to do anything more than treat 
the subsequent muco-purulent or purulent dis¬ 
charge by germicide applications. The best of 
these are nitrate of silver, perchloride of mercury, j 


sulphate of copper, and chloride of zinc. The 
silver may be used either as the mitigated stick or 
in solution, 5, 10, or 20 grains to the ounce. The 
mercury either as a 2 or 4 per cent, solution ; the 
copper as the lapus divinus or the solid crystal. 
All these must be applied by the surgeon, whilst 
the patient may use a weaker solution of mercury, 

1 in 500 or 1000, or the copper as an ointment, 2 
or 4 grains to the ounce of vaseline, or the chloride 
of zinc as a lotion, 2 grains to the ounce. Nitrate 
of silver I do not entrust to the patient, as it may 
be used to excess, until the conjunctiva is per¬ 
manently stained. 

This daily treatment should,bring about a cure 
at this stage ; but if granulations arise amongst the 
hypertrophied and villous conjunctiva, then it may 
be necessary to resort to the method known as 
“ brossage” which I will presently describe. At 
a still later stage, when the shaggy-looking con¬ 
junctiva has smoothed down, and only trachoma 
and scar 1 issue are to be seen, the treatment will 
be the s xme as for the other cases. 

When the granulations begin as enlarged folli¬ 
cles, it is often impossible to differentiate between 
true follicular and granular ophthalmia; except 
when the affection is caused by the use of atropine 
or eserine. When in doubt as to the nature of 
the case, it may be treated exactly like true 
trachoma, viz , by squeezing out the follicles with 
forceps, as I shall presently show you, and the 
subsequent use of perchloride of mercury. 

Where a diagnosis or follicular ophthalmia has 
been made, the treatment may be of two kinds. 
The first by the use of weak antiseptic lotions such 
as chloride of zinc, half or 1 grain to the ounce, 
or perchloride of mercury, 1 part in 2000, or 
sulphate of copper ointment, 2 grains to the ounce 
of vaseline ; at the same time any error of refrac¬ 
tion must be corrected, and the glasses worn con¬ 
stantly until the cure is complete. Besides the 
local treatment of the eyes, the general hygienic 
surroundings of the patient must be attended to 
—all vitiated atmosphere must be avoided; bed 
and dwelling rooms be well ventilated, plenty of 
outdoor exercise prescribed, and if possible a sea 
voyage or a residence in dry mountain air ordered. 
This change of climate often secures a complete 
recovery where other means have failed. These 
means, though more lengthy, are in many cases all 
that is necessary, and they have the advantage of 
Digitized by' L,OOQie 
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hot stopping the patient’s work, or causing much 
discomfort. Since follicular ophthalmia leaves no 
traces of its existence behind, it is not generally 
necessary to treat it vigorously; but should such a 
necessity arise, then the same treatment as I adopt 
in true trachoma must be carried out. 

When the disease begins with trachoma and the 
history points to a recent infection, the granula¬ 
tions may be quite few in number : in such a case 
it may be possible to destroy each granulation 
separately by the galvano-cautery, or by the sharp 
point of a crystal of sulphate of copper, which must 
be bored into their centre. 

Should the granulations be numerous and dis¬ 
seminated amongst scar tissue, a more general 
method for their removal must be adopted. This 
is attained by the modern methods of “ expression ” 
or "stripping? as the Americans designate it, and 
ic is to them that we are indebted for this plan of 
treatment. The thumb-nails were used by the 
originator of the idea, but this was improved upon 
when few could be found to adopt that plan, and 
forceps were made for the purpose. 1 am indebted 
to my old pupil, Df. Graddy of Nashville, lor the 
forceps which you will see me use, and as he 
devised this pattern 1 have called them after him ; 
he also introduced the method to my notice about 
three years ago, and I have used it ever since with 
certain modifications. 

The forceps, you will see, consist of two smooth 
curved blades, shaped somewhat like a hockey- 
stick, or rather two sticks, with their crooks in 
contact. Where the blades meet, the surface is 
rounded so as to glide over the conjunctiva, and 
not cut or tear it when they grip the lid. They are 
made by Messrs. Weiss. 

Other forceps have been devised for the same 
purpose, but are not superior to these. Dr. Knapp 
of New York uses a pair made with a pair of 
grooved rollers at the ends, so as to crush the 
tissue of the lids as well as to squeeze out the 
granulations. 

Our patient has had several drops of a 2 per 
cent, cocaine solution distilled into both eyes 
during the last half hour, and now that he is lying 
on the operating couch with the conjunctiva fairly 
anaesthetic, I proceed to evert the upper Jid; but as 
a solution of cocaine does not act efficiently on an 
inflamed surface, I dust the whole of the everted 
tarsus with finely-powdered cocaine, which I also 
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insert in the upper cul-de-sac. This I can readily 
do by seizing the everted lid between the blades of 
the forceps and giving it another turn over. By 
this means I expose the whole of the conjunctiva 
from the cornea) margin to the free edge of the lid, 
and you will observe that in this instance the 
granulations are confined to the surface of the 
tarsus and to its attached margin. 1 wait a minute 
for the solid cocaine to act, and thne seizing the 
lid again as I did just now when exposing the cul- 
de-sac, so that the double thickness of lid and 
conjunctiva lies between the blades of the forceps, 

I squeeze firmly, and at the same time withdraw 
the forceps. You observe that the jelly-like con¬ 
tents of the trachoma is pressed out, m’xed with 
blood and serum. I repeat this manoeuvre until 
the whole of the conjunctiva appears to be free 
from trachoma; and now that the blood has been 
washed away the conjunctiva is seen to be smooth, 
except for numerous haemorrhagic-looking de¬ 
pressed spots, the former seat of the granulations. 

In carrying out this little operation, it will be 
noticed that the pain was not very great, and I 
have many times done it on young children with¬ 
out producing much discomfort. I draw your 
attention to this point as most of the foreign 
ophthalmologists consider a general anaesthetic 
absolutely necessary. 

Another point is the protection of the operator’s 
own eyes from any of the blood or tissue .which 
occasionally flies off the foretps as they slip from 
the edge of the tarsus : this is an accident which 
happened to one of Dr. Graddy’s colleagues, and 
to avoid it the surgeon should wear a pair of large 
dome-shaped clear glasses, which come close to 
the face round the orbit, he should also stand 
behind the patient and draw the forceps away 
from himself. It is perhaps unnecessary to re¬ 
mind the operator to wash his hands in perchloride 
after handling these cases. 

At the end of the operation, the eyes having been 
cleaned with perchloride lotion 1 in 2000, a pad 
with boric acid ointment may be applied to the 
closed lids, or an ice pad laid over then. On the 
following day the patient will present a totally 
different appearance, the half-closed lids will be 
wide open and the discharge, which may have been, 
very abundant, will have practically ceased, and lYke 
whole condition of the eyes greatly improved. 

But now this improvement must be maintained* 
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and here a line of treatment originated by Dr. 
Kenneth Scott, of Cairo, one of my former clinical 
assistants, is of the utmost value—it consists in the 
application of a four per cent solution of per- 
chloride of mercury, dissolved in glycerine and 
water, to the affected conjunctiva. The lids are 
everted, and the solution is* brushed over the tarsus, 
and, if necessary, into thecul*de*sac as well. This 
is repeated every day or every second or third day, 
according to the severity of the reaction produced. 
Cocaine solution is not of great service in allaying 
the pain caused by the perchloride, but toleration 
is soon established, and also quickly lost, for if for 
any reason the treatment be intermitted for some 
days, the patient always complains greatly on its 
renewal. For personal application the patient is 
provided with a similar lotion, but only of the 
strength of i in 500 ; with this he bathes his eyes 
three or four times a day, getting it well in between 
the lids. These remarks apply equally to young 
children, some of whom submit to the treatment 
without crying. Within a few days, or at the most 
within a few weeks, marked improvement will be 
noticed; if there be a pannus of the cornea, it 
will begin to clear up, and within six to eight 
weeks the patient can be discharged cured. When 
there is active ulceration of the cornea, this treat¬ 
ment is not well borne, and nitrate of silver should 
be substituted until the cornea has become vas¬ 
cular. 

If the case be one of very long standing the 
trachoma may be placed deeply beneath the 
epithelium, and then it will be necessary to cut 
through the overlying tissue before applying the 
forceps to squeeze them out. This is done by 
making longitudinal incisions parallel with the edge 
of the lid, through the conjunctiva, into the sub¬ 
conjunctival tissue; the incisions must be about 
one-sixteenth of an inch apart, and should be only 
made over the part that appears to be affected, and 
which looks as if it were infiltrated with a jelly-like 
substance. 

If, instead of simply squeezing out the granula¬ 
tions through the incisions, the surface of the lid 
be vigorously brushed with a stiff tooth-brush 
dipped in a 1 in 500 perchloride solution, so that 
the granulations are scrubbed out, then the French 
process of “ brossage” has been accomplished, only 
the scarifying process is much more extensively 
performed, so that the whole of the palpebral con¬ 


junctiva as well as that of the cul-de-sac near the 
tarsus is freely incised. As this is a painful pro¬ 
ceeding the patient had better be anaesthetized. 
The reaction following this treatment is much more 
marked, and the swelling of the lids is generally 
so intense that it is impossible to evert them for a 
few days. Still, if this cannot be done, a solution 
of perchloride should be passed by a brush or 
other means well under the upper lid, into the cul- 
de-sac, in order to avoid the formation of adhesions 
between the palpebral and octiva conjunctiva. 
When the lid can be everted a white membrane is 
usually found covering the abraded surface, and 
on its removal the perchloride solution must be 
applied. It is claimed for this treatment that the 
cure is complete in from two to three weeks or 
less, but I notice that in all the published cases no 
mention is made of a pannus being present, con¬ 
sequently I gather that the cases thus treated were 
mild ones. 

This plan of treatment would be applicable to 
those cases where the conjunctiva is much thick¬ 
ened and very velvety, and the trachoma invisible, 
but under the microscope are found situated very 
deeply. 

Under no circumstances will you find it neces¬ 
sary to excise the retrotarsal fold of conjunctiva, a 
proceeding as barbarous as excising the whole row 
of lashes for entropion. Neither is it necessary to 
remove a strip of the conjunctiva from around the 
cornea (peritomy), cauterization of the vessels of the 
pannus as they enter the cornea with the galvano- 
cautery being just as efficient. 

Still less is it necessary to inoculate an eye suffer¬ 
ing from granular ophthalmia with pus from a 
purulent ophthalmia ; and our experience at Moor- 
fields with jequirity was not sufficiently encouraging 
for me to recommend it in face of the newer 
methods I have shown you to-day. 

To recapitulate, when granular ophthalmia 
begins with a discharge it may be cured in the 
very earliest stage by sulphate of copper; if 
allowed to pass on to a purulent inflammation, 
it will require a lengthened treatment with strong 
perchloride or nitrate of silver lotions, etc., and 
if this does not cure it, “ brossage ” will be 
indicated. 


Should follicular enlargement be the principal 
feature, the diagnosis between follicular ophthal¬ 
mia and granular ophthalmia may not be easy; if 
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the follicles are clearly irritated by the use of some 
drug, then leaving it off and applying some mild 
astringent lotion is indicated. When the cause is 
not to be found, two plans are open :—to treat the 
case mildly with weak germicide applications, and 
attend to the hygienic surroundings, which will 
procure a slow recovery, or to resort to vigorous 
measure, viz., the application of strong mercury, 
silver, copper, or zinc medicaments alone, or com¬ 
bined with “expressing ” of the follicles. 

When the granulations are on the surface, 
“ stripping ” is to be adopted, unless they are very 
few in number, when they may be destroyed indi¬ 
vidually, either by the sulphate of copper point or 
the actual cautery. Should the conjunctiva cover 
the granulation tissue, incisions will be necessary 
to expose these deep lying masses, and then simple 
expression with Gradd/s forceps may suffice, or 
the new tissue may be brushed out with a tooth¬ 
brush dipped in i in 500 perchloride of mercury 
lotion, “brassage.” 

In either case the continued application of a 
4 per cent, solution of mercury for some days or 
weeks will be necessary to procure a complete 
clearing off of the pannus, and a restoration of the 
palpebral conjunctiva. 


CLINICAL NOTES. 


(Specially reported for The Clinical Journal . 

each case by the Author .) 


Revised in 


SOME CLINICAL OBSERVATIONS MADE 
BY DR. GOODHART IN THE WARDS OF 
GUY’S HOSPITAL, NOV. 11th, 1892. 


On early Tapping in Serous Effusions of 
the Pleura: 

This patient was admitted here on July 20th, 
1892, with a pleural effusion. He has since ad¬ 
mission been tapped three times in all, at intervals 
of three or four weeks. On the first two occasions 
a clear serous fluid was withdrawn; on the third 
occasion the fluid was of a puriform character, 
necessitating the ordinary surgical procedures for 
an empyema. 

I do not personally believe, as a general rule, in 
tapping too early in cases of serous effusion into 
the pleural cavity, because in the first place the 
fluid re-accumulates with rapidity; and in the 


second place there is, to my mind, no clinical 
evidence that these serous effusions are more 
liable to become empyemata if left alone, or to 
seriously injure the lung. The history of this case 
certainly illustrates that point. He was tapped 
early; the fluid re-accumulating he was tapped 
again, the fluid still remaining serous, and yet on 
the third tapping pus was withdrawn: it had be¬ 
come an empyema. 

A great deal too much stress is laid upon the 
question of early tapping. As a matter of fact 
fluid in considerable quantities may remain in the 
chest for several weeks, and yet when it is removed 
the lung will recover perfectly. 

My rule , in cases of serous effusion is to tap 
only when (1) the effusion is very considerable in 
amount, (2) when the viscera are displayed by it, 
and (3) when symptoms of urgency arise. I 
always wait and watch in the absence of these 
conditions, and even with these conditions present 
I postpone tapping so long as possible should there 
be much fever, as then the fluid re-accumulates 
with extra rapidity, and sometimes is apt to 
coagulate and cause a difficulty in performing the 
operation. 

The question of absolute rest in bed with 
starvation diet v . moderate exercise 
and moderate diet in the treatment 
of Aortic Aneurisms. 

When you have made your diagnosis that the 
patient is suffering from Aortic Aneurism, without 
such urgent symptoms as absolutely indicate com¬ 
plete rest in bed, the question arises as to whether 
the patient shall be sent to bed for a long period, 
in the hope of bringing about a cure, or shall be 
allowed moderate exercise. I am now entirely 
against putting a patient to bed for a long period, 
and limiting his diet to what may be called 
“ starvation diet.” The confinement I regard as 
not only irksome to the patient, but positively 
detrimental to the tissue nutrition; and the 
“ starvation diet ” I condemn for the same reasons, 
except as regards limiting the quantity of fluid to 
be drunk. 

You will remember the case of a subordinate 
official of this hospital, who, for two and a half 
years after he was diagnosed to be suffering from 
aortic aneurism, continued to perform the light 
duties of his position up to his death. I believe 
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that complete rest in bed on the strict diet would 
not only have failed to prolong his life, but such 
treatment might have even shortened his life. 

I should give such a case a liberal diet as regards 
nitrogenous material and fats, limiting strictly the 
liquids ; and I should advise moderate exercise 
and moderate occupation, taking care to strictly 
define what 1 mean by “ moderate.” 

Aneurism of the aorta is but seldom cured. We 
have so little knowledge in this particular class of 
case as to the conditions which make for cure, such 
as the size of the orifice of the sac, the roughness 
of the sac walls, etc.; that I believe it should be 
regarded as incurable, and would treat it as one 
would do a case of aortic regurgitation. 


Salicylic Intoxication in young children. 

When administering salicylate of soda to young 
children, it is necessary to watch its effects with 
care, as it occasionally produces in them a very 
alarming condition of pallor, delirium, and dryness 
of the tongue. 

Some years ago a child of about five was under 
my care in this hospitil. Salicylate of soda being 
given, she passed into a coad tion of this kind, the 
symptoms being so urgent that 1 feared she would 
die. The drug was stopped, and all the symptoms 
subsided. Not being at all sure, however, then 
that these symptoms were due to the drug, it was 
repeated, the child being carefully watched, and 
the symptoms all recurred, though in somewhat 
milder form. 

As to dosage, five grains given three or four 
times a day is a full dose for a child of five or six 
■years of age. When given, the patient should be 
watched with care, so that on the first appearance 
of symptoms of drug intoxication, the dose maybe 
diminished, or the drug discontinued. Understand 
me; I do not say that five grains administered in 
this way to a child of this age is necessarily too 
large; but calling this and other cases to my mind, 
I should urge you always to watch the action of 
the drug carefully. 


Myalgia. (Philadelphia Med . News ): 

R Ext. Cimifugae Liq. 

Ext. Erythroxyli FI. 

Tinct. Guiaci Ammoniat. aa ,$j 
M, Take one teaspoonful three times a day. 


THERAPEUTICAL NOTES. 


Inhalation for Aoute Coryza: 

R Acid Carbolic 

Liq. Ammon. Fort ... aa io parts 
Absolute Alcohol ... 40 parts 

To be poured on a sponge in a glass stoppered 
bottle, and frequently inhaled. 

Treatment of Corneal Dicer. —Dr. S. Lewis 

Zeigler thus summarizes ( New York Med . Jour.) 
an interesting article on the subject:— 

Simple corneal ulcer is a purely local inflam - 
matory process, arising chiefly from infection by 
septic secretions, and originating in lacrymo-nasal 
lesions. 

To epitomize the treatment: 

1. Treat the nose locally with tinct. bezoine 
comp, and the use of a cleansing spray. 

2. Use a mild antiseptic eye-wash to the eye 
locally, a mydriatic if necessary, and hot applica¬ 
tions when indicated. 

3. Regulate the diet, give salt-water baths, and 
improve the hygiene generally. 


Chapped Hands. 

peut . Gazet/e): 

R Menthol. 
Salol. ... 

01 . Oliv. 
Lanolin 

M. Ft. unguent. 


(Z* Union Medicale — Thera - 

. gr.xx 

. gr.xxx 

. Sss 

... jij. 

Apply twice daily. 


Liniment for Neuralgia. 

(Z’ Union Medicale 

■Therapeut. Gazette ): 


R Tinct. Opii ... 

... siss 

Chloroform. ... 

••• 3 vj 

Ether. Sulphur. 

- 3 ) 

Spt. Camphor. 

... Siij 

M. Ft. liniment. Soak a small piece of flannel 


in the liniment, and apply over the 
painful part. 


Erysipelas {La Independence Medica ): 

R Ichthyol. 

Lanolin ... aa partes aequales 
M. Ft. unguent. Apply the ointment to the 
affected part, and cover with salicylic 
acid gauze. 
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A CLINICAL LECTURE 

ON 

A CASE OF ANGINA PECTORIS AND 
CHRONIC HEART FAILURE. 


Delivered at Middlesex Hospital Medical School, 
By DOUGLAS POWELL, M.D., F.R.C.P., 
Physician to the Hospital. 


Gentlemen, — I want to make a few remarks on 
a case about which I lectured on a former occasion, 
but which was not then complete in all its points. 
I will therefore briefly run over the main features 
of the case again, and finish up by reference to 
its treatment 

The case is that of a man, 58 years of age, who 
came into the Hospital on May 4th with signs of 
heart failure, and a history of attacks of pain in the 
region of the heart. His history was as follows: 
he was a bootmaker by occupation; he had 
rheumatic fever thirty years ago, and two attacks 
of rheumatic gout in the feet and knees since. He 
had gonorrhoea and sore throat about forty years 
ago, when about 18 years of age, but there is no 
more definite history of syphilis. There was 
nothing bearing on the case in the family history. 
The history of his present illness is taken up about 
three years previous to admission, when he began 
to suffer from sudden pains in the region of the 
heart, extending to the shoulder and down the 
arm on the left side. This pain recurred at regular 
intervals; was generally accompanied by profuse 
sweating; and left the patient in a state of utter 
prostration. The last attack occurred three months 
before admission, and was a very severe one. Up 
to the time of this last attack he had no other 
chest symptom; in fact he did not feel ill, and con¬ 
tinued at his work. But from the time of this last 
attack he suffered from cough and shortness of 
breath, especially when he lay down at night. 
This state of things became more noticeable for 
the last month or so before admission; and he 
observed that his bgs were becoming dropsical. 

Vol. VI. No. 21. 


He was unable to walk, and after his last attack was 
compelled by the breathlessness and other symptoms 
to give up work. Yet in spite of rest they became 
worse. 

On admission it was noted that he was grey¬ 
haired, rather thin, with dilated capillaries and 
somewhat livid colouring of face. His breathing 
was very distressed, and he had to sit in bed 
propped up by pillows. There was considerable 
oedema of the feet, ankles, legs, scrotum, and sides 
of the body, together with signs of a small amount 
of fluid in the abdomen. The pulse was 120 per 
minute; small, weak, but regular, and of low 
tension, that is to say, it was easily compressible. 
This latter fact should be especially noted as an 
interesting and important feature in this case. 
Physical examination showed the area of heart* 
dulness to be increased, especially to the right and 
downwards. The impulse was weak, diffused, and 
muffled. The heart sounds were muffled. No 
murmur was detected, but the first sound was 
slightly prolonged. The respirations were 35 per 
minute. The lungs were somewhat emphysematous, 
and there were signs of slight consolidation at the 
right apex, and of slight pleuritic effusion at the 
left base. Some bronchial and coarse oedema 
rales were audible on the right side posteriorly. 
The liver could be distinctly felt below the costal 
margin. The urine had a high Sp. gravity, 1030 ; 
was acid in reaction, contained a trace of albumen, 
but no sugar, and was somewhat less in quantity 
than usual. 

The most important facts of the case were, 
therefore, that the patient had an enlarged heart, 
associated with a readily compressible, low tension 
pulse, dropsical extremities, and engorged viscera. 

Three days after admission, on the 7th, he was 
reported to be somewhat better, but the sputa were 
slightly stained with blood. From that time he 
varied, being sometimes better, sometimes worse. 
On the t 2th May, at four o’clock in the morning, 
he had a distinct anginal attack. The house 
physician was called to him, and found him com¬ 
plaining of great pain in the pericardial region, 
spreading from there to the left shoulder and dowu 
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the left arm. His breathing was short and laboured, 
his face distressed-looking, pale, and streaming 
with perspiration; the pulse scarcely perceptible, 
and very hard and thready. You may remember 
that on admission it was described as compressible 
and soft. Nitrite of amyl produced great improve¬ 
ment in the pulse. It became fairly full and fairly 
soft, but the symptoms did not greatly abate. He 
was placed in a chair, and commenced to recover ; 
in the morning the pain had gone, leaving some 
soreness behind. On the 13th he had a very slight 
attack, which is not worthy of note. On the 14th 
he had another rather severe attack in the night, 
having the same characteristics—the sweating 
almost more marked than before. On the 15th he 
awoke suddenly out of sleep at about four in the 
morning, gave a few groans as if in pain, struggled 
slightly, and was dead in a few minutes. 

At the autopsy we found the conditions which 
had been clinically observed. There was some 
fluid in the left pleura; some enlargement of the 
liver, 56 ounces of fluid in the abdomen, and 
notable enlargement of the heart. The enlarge¬ 
ment of the heart, as you will observe [showing to 
the students the specimen on the table], although 
really on both sides, is chiefly of the left ventricle. 
The valves are practically sound, but the auriculo- 
ventricular orifices, especially on the right side, 
are dilated, the texture of the thickened ventricles is 
firm, and the change is one rather of fibroid than of 
fatty degeneration. There is some atheroma scattered 
about the aorta, but to no very great extent. On 
looking at the coronary arteries, it is found that 
the right one is notably small, and the left one of 
about the natural size. On tracing the arteries 
further we find that the left coronary artery, which 
was the more open, is considerably thickened, and 
rather less than an inch below its commencement 
is occluded by clot. The right, which was the 
small one, is slightly atheromatous; for some little 
distance it is open, and then it too becomes 
occluded by clot. These are the chief points 
about the heart which 1 will get you to look at 
after the lecture. The kidneys were rather large 
and dense, but not much changed. 

Firstly. Let me speak of this case as one of 
typical Angina Pectoris of that variety— Angina 
Pectoris gravior —which some physicians still re¬ 
gard as the only true form of angina.* 

* In his paper on Angina Pectoris, introductory to a dis- 


It is a case , typical of its kind in regard to 
the character of the attacks. The first attack was 
three years ago; one or two have occurred since 
then, the attack three months ago taking place 
quite suddenly. Cardiac failure steadily progressed 
from that time onwards, but without further attack 
until the last series of one, two, three attacks fol¬ 
lowed one another in quick succession, the last one 
ending fatally, and with appalling suddenness. 

It was typical too in regard to the character of the 
pulse . Angina Pectoris has two essential factors, 
one is the sudden narrowing of the small vessels, 
by contraction of their muscular walls in obedience 
to vasomotor stimuli of various kinds, producing 
rapidly increasing resistance in the circulation and 
correspondingly severe call upon cardiac effort. 
The second factor is furnished by the condition of 
the heart itself, whence is derived the force which 
has to keep the circulation going under all circum¬ 
stances. If the heart be a sound one, it will cer¬ 
tainly pull itself together, and by extra work for a 
few minutes, perhaps in a disorderly and painfully 
embarrassed way, will maintain the circulation. 
There will be great palpitation and cardiac distress 
before it rights itself. These cases are very 
common in early and middle life, are never fatal, 
and come under the denomination u Vasomotory 
Angina/’ If the heart be a weak and degenerated 
organ such as this is, then the result of the sudden 
call upon such a heart is much more serious, and 
it is only a question of degree whether the heart 
failure, which will occur as the result of the extra 
strain, shall be directly fatal, or whether it shall 
with difficulty recover itself to be overcome at some 
later attack. In this case, therefore, we have the 
two causes of Angina Pectoris, sudden increase in 
arterial tension with diseased heart texture. 


cusssion on the subject, at the Medical Society of London 
1 Trans, vol. xiv.), Dr. Powell accepts the following four 
varieties of Angina Pectoris as clinically and pathologically 
valid, viz. :— 

1. Angina Pectoris Vasomo'.oria—in which acute vaso¬ 
motory spasm causes a sudden and distressing demand upon 
a sound heart. 

2. Angina Pectoris Gravior—in which a similar mechanism 
similarly taxes an unsound heart. 

3. Primary Cardiac Angina—excitation to cramp of the 
heart directly through the cardiac plexus, or from sudden 
amemia of tissue, eg., embolism of coronaries. 

4. Syncopal Angina (including Vagus Angina Pectoris of 
Ross), a prolonged intermittence of beat sometimes observed 
in old degenerated hearts. 

The first two classes are by far the more numerous and 
important ; the first rarely if ever fatal, the second sooner or 
later always so. 


Digitized by 


Google 


The Clinioal Journal.] 


DR. POWELL—ANGINA PECTORIS. 


[Sept. 18,1895. 3 « 5 


This instatue of Angina Pectoris is typical also in 
the cardiac lesions , which render the heart disabled, 
viz., a restriction of the blood supply to the heart, 
from narrowing or occlusion of the coronary arteries 
and consequent changes. Roughly speaking, 50 
per cent, of this form of Angina Pectoris gravior 
have for their precise pathology the narrowing of 
the coronary arteries. The rest, being made up of 
other forms of diseased heart and aorta, viz., aortic 
regurgitation, dilated aorta, aneurism of the as¬ 
cending portion, fatty degeneration of the heart. 
Narrowed or occluded coronaries is the chief 
pathological factor of the disease. In this instance 
we have, as you see, both arteries occluded by 
thrombosis, although not in the same proportion, 
one near the commencement, and the other lower 
down. Of course it is improbable that three years 
ago this condition existed, though the narrowing no 
doubt commenced at that time, the heart becoming 
gradually stinted of arterial blood supply, so that 
its tissue could not be properly nourished, and its 
metabolism maintained. 

It is a notable fact that although this heart has 
been starved of the proper blood supply, yet it is 
a big thickened heart, weighing more than normal. 
That is, however, quite in accordance with what we 
observe in the heart, and in many other organs. 
When the proper texture of the organ is unable to 
be maintained ia due nutrition, some other tissues 
take the opportunity of undergoing more or less 
overgrowth. Here the thickening of this heart is 
almost entirely due to fibroid tissue growth of a 
low type, partly replacing and compressing the 
normal muscular fibres. 

Under this microscope you will see well illus¬ 
trated from sections kindly prepared by Dr. Voel- 
cker, the way in which the muscular fibres are 
interrupted and intruded upon by the fibroid 
tissue, and also the hyaline degeneration they have 
undergone. Under these other microscopes you 
will also see depicted the coronary lesions. 

Secondly. This case is a good example of a 
heart which from its intrinsic weakness yields before 
the normal resistance which it has to overcome in 
maintaining the circulation. 

Met with as a temporary condition in many 
diseases, as in anaemia, acute fevers, pneumonia, 
asthma, etc., this state of cardiac failure, when it 
comes on as a consequence of degenerative changes 
in the heart muscle, is perhaps the most fatal form 


of heart disease with which we have to deal. The 
fact that this form of cardiac failure is commonly 
unattended with any valve lesion giving rise to 
auscultatory signs, makes it the more readily over¬ 
looked. It is in association with angina that it is 
most commonly encountered, and in its downward 
course anginal symptoms generally sooner or later 
present themselves. Again, it is upon the evidence 
that this form of cardiac failure is in progress that 
the prognosis of Angina Pectoris gravior depends, 
separating it out from the more purely functional 
and remediable cases of Vasomotory Angina. The 
keynote to the situation rests therefore with the 
heart signs, and the points to make out in clinical 
diagnosis are (1) whether the heart is enlarged, 
and if so (2) whether there is any mechanical 
cause present to account for this enlargement. 

In making a physical examination of such a case 
you should first ascertain the site of the apex beat 
by inspection, palpation, and, if necessary, by 
auscultation. Then note if the impulse be normal 
or abnormal; as a rule in these cases it is diffused. 
Map out the area of the heart’s dulness and listen 
carefully for any abnormality of the heart sounds 
indicative of valvular disease. If there is valvular 
disease, the enlargement may at once be explained 
as compensatory. In many of these cases although 
you do not find a murmur, yet the first sound is 
not quite satisfactory; it is not a clear perfectly 
defined sound. At the same time note the state of 
the arteries, if they are hard and incompressible. 
If there is a history that they have been so for 
any time, we have another mechanical cause likely 
to produce enlargement to compensate for increased 
circulatory resistance. 

What were the results of such an examination in 
the case we are now discussing ? They were as 
follows: the apex beat, though lower than normal, 
was not outside the nipple line; the impulse was 
weak and diffused; the area of heart dulness was 
enlarged; there was no valvular disease, or other 
mechanical obstruction in the form of rigid narrow 
arteries. We learnt therefore that the patient had 
a large heart, without a corresponding increased 
power, which is an important feature. We found 
symptomatic evidence of heart failure in the oedema 
present in the legs and elsewhere. 

Briefly to enumerate the causes of heart enlarge¬ 
ment and to come to a diagnosis of the cause in 
this particular case: 
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(1) Valvular disease . He had nothing of the 
sort; nothing to explain his enlarged heart from 
this cause. 

(2) Chronic emphysema . It is true he had some 
emphysema, but from his history of a cough of 
only three months* duration before death, it is 
impossible to imagine the enlargement to be due 
to this. 

(3) Renal disease , especially in the form of con¬ 
tracted kidney with arterio-capillary fibrosis (a 
condition always attended with enlarged heart, and 
in which, in the later stages, cardiac failure of the 
kind now under consideration plays a conspicuous 
part). Though the urine contained a trace of 
albumen, it was of high Sp. gravity, and the 
arteries were not those of contracted kidney. 

We came, therefore, to the final conclusion that 
the case was one of enlargement of the heart, 
yielding before the blood pressure from intrinsic 
■causes. Now, these are cases of perhaps the 
worst form of heart disease, and one would say 
on looking at a heart like that, and with a con¬ 
siderable degree of truth, that there was very little 
in the way of treatment to be done for him. 
You may get cardiac failure from breaking down 
of the compensatory powers of the heart in con¬ 
ditions of valvular defect, and can again and 
again restore that heart and clear up the symp¬ 
toms by the aid of drugs, rest, and proper treat¬ 
ment. But when you are dealing with a heart 
which, from no sufficient cause outside of itself, 
has yielded before the normal blood pressure, and 
has failed in its normal functions, then you cannot 
expect to do much in the way of treatment. This 
is doubly so when dropsy has occurred. No drugs 
can be expected to whip up a heart like that, and 
dissipate dropsy, and put the patient fairly on his 
legs again. Something may still be done, however, 
and in treatment we have to consider the cause 
of the trouble. If we fairly come to the conclusion 
that symptoms are due to degeneration of the heart 
tissue, and not from any mechanical reason, then 
such remedies as arsenic and iron are of consider¬ 
able value. Arsenic is one of the best heart tonics 
in cases in which the heart texture is damaged. 
If we have reason to suppose that there is arteritis 
present, from the examination of the other vessels, 
and especially if we have reason to believe that 
syphilis is a factor in the case, then we may give 
iodide of potassium with the arsenic and iron. 


In many of these cases, apart from the actual want 
of power of heart, there is superadded debility 
from a want of nerve power in the mechanism of 
the hearts action that we can often estimate. In 
these cases the most useful drug is strychnine; 
two, three, or five minims three times a day, very 
greatly help the patient sometimes. 

So much for the cause. Now for the mechanism. 
In cases where the anginal symptoms are dependent 
upon a sudden spasm of the small vessels of the 
body, telling back upon a weak heart, we have two 
most valuable remedies: one is nitrite of amyl, which 
is adrug of almostinstantaneouseffect in controlling 
spasm of the small vessels, causing them to dilate, 
and thus diminishing the increased resistance to the 
heart’s action. Nitro-glycerine is the other vessel 
anti-spasmodic. The way in which nitrite of amyl 
is given is invariably by inhalation, five, seven, or 
ten drops being put on a handkerchief, and the 
patient directed tQ inhale it. You know the effect 
—it causes a rapid flushing of the face by dilating 
the small vessels. Nitro-glycerine is rather slower 
in its action, but much more abiding. It is usually 
given in 100th of grain doses, in the form of little 
tabloids or chocolate sweets. My own experience 
is that this is not nearly so good a way of giving 
the drug as in the form of solution, and I almost 
invariably give it in the form of a solution con¬ 
taining one per cent, of nitro-glycerine, the dose 
being from half a minim to five minims. People 
vary greatly in their sensitiveness to this drug. 
Some will have a violent headache from the 
smallest dose, so that it is well to begin to use 
the drug cautiously, and feel your way. A very 
good way of giving nitro-glycerine in an acute 
paroxysm is to give half minim doses with ten 
minims of ether every few minutes until you have 
given three or four doses. Besides giving nitro¬ 
glycerine to act on the attack immediately, it is 
often very useful, when there is any increased 
tension of the pulse, to give, two or three times a 
day, a small quantity of nitro-glycerine in com¬ 
bination with any other drug you may be using. 
I give half a minim to one minim, as a rule, three 
times a day, but have, on occasions, largely increased 
the dose. No doubt, nitro-glycerine, besides re¬ 
lieving the heart from the increased resistance in 
general circulation, is also useful in helping to 
flush the heart. You know very well that in some 
neuralgic conditions nitro-glycerine is a very 
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valuable drug, its action consisting apparently in 
relaxing and widening the vessels leading to the 
nerve centres, and, so to speak, flushing these 
centres. Similarly, it may be inferred, nitro¬ 
glycerine acts in some of these cardiac cases by 
relaxing (if there be any spasm present) the vessels 
of the heart, and so helps, if I may say so, to flush 
the heart with blood, and to preserve its nutrition a 
little longer. Of course, in a case like that from 
which this heart is taken, where you have got ex¬ 
tensively occluded vessels, it does not much matter 
what you give, but it might have been different 
with this patient at some earlier stage of his illness. 
It is very possible that some of these remedies 
then administered might have prolonged his life 
considerably. Then these patients should always 
carry about with them a restorative draught con¬ 
taining a dose of nitro-glycerine, the stock pre¬ 
scription one gives them is— 

R Spir. Ammon. Aromat_ 3j 

Sodii Bicarbonatis ... gr.x. 

Tinct.CardamomisComp. 3j 
Spir. Chloroformi ... n\xx 

[ Cardiac stimulant anti-spasmodic.^ 
Solutio Nitro-Glyccrini 

(i per cent.). n\,j 

[ Vessel anti-spasmodic. ] 

Aquam.ad Jiss 

The patients are directed to slowly sip the 
draught on the commencement of symptoms until 
they have taken it all. It is better to take it 
slowly than to take it at one single gulp. Other 
remedies suggest themselves for the attack, hot 
stimulating local applications, and in severe cases, 
opiates, subcutaneously or otherwise. But the more 
rational treatment suggested is the better, in the 
first instance, at all events, and often succeeds 
without the use of sedatives. 

In addition to medicinal treatment of these 


cause over which we have control. These patients 
should never be allowed to be constipated. It is 
a fact, however explained, that even in health con¬ 
stipation increases arterial tension. The bowels 
therefore must be carefully regulated by some 
laxative which agrees with them : one of the best 
things is perhaps one of the saline waters, such as 
Rubinat, taken in a hot draught in the morning. 
For other people a dinner-pill or some slight thing 
of the kind will do. I am often in the habit of 
prescribing twice a week a saline morning draught 
equivalent to a moderate dose of Carlsbad salts, 
with the addition of 20 to 60 drops of Liquor 
Hydrargyri Perchloridi. 

Then the faulty metabolism which leads up to 
an attack of gout must be carefully guarded against 
by diet, careful exercise, etc. Make your patients 
eat slowly. Keep them well within their appetite, 
and instruct them to eat small meals and at regular 
times. An excellent thing is to keep the kidneys 
flushed by taking a draught of hot water near bed¬ 
time or early morning, as the case may be. As to 
exercise, the worst thing you can do with these 
people is to shut them up and let them lead torpid 
lives. Under such conditions, degeneration pro¬ 
ceeds more rapidly. Exercise must be taken care¬ 
fully, and in the open air if possible. They must 
not distress their breathing by walking rapidly up¬ 
stairs or up hill. Let them keep well within their 
powers, but nevertheless order them to take daily 
exercise . 

Then the last thing I have to emphasize is, daily 
rest The lives of a great many old or weakly 
people would be lengthened if they would spend 
one day of every week in bed, but the majority 
cannot do that. You can insist, however, upon 
their taking rest at certain times of the day, and 
the best possible time is before meals. These 
weak-hearted people should always lie down in a 
quiet room, and by so doing give their circula¬ 
tion its much-needed rest in the course of the 


lesions, a most important point is to avoid all 
causes of arterial spasm—the cause of Angina Pec¬ 
toris nine times out of ten. See to them, and avoid 
them. Keep the patients warmly clad and the 
extremities warm, for a chill is a common existing 
cause of angina. Emotional disturbance is a com¬ 
mon cause. We hear constantly of people dying 
suddenly on hearing appalling news: those are 
cases of arterial spasms. Constipation is another 


day, for half an hour or so before luncheon, and 
an hour or so before getting ready for dinner. 
They thus get their nervous and vascular systems 
rested just at the time an effort is wanted for 
digestion. It is very simple, but unless you tell 
them definite hours they will not follow advice. 
If, however, you define their periods of rest in 
the Way I have indicated, you will find that they 


will pay attention to you. 
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A CLINICAL LECTURE 

ON 

MEDIAN LAPAROTOMY 
FOR REDUCTION en masse OF 
INGUINAL HERNIA. 

Delivered at University College Hospital, 

By ARTHUR E. BARKER, F.R.C.S., 

Professor of Clinical Surgery at University College, and 

Surgeon to University College Hospital. 

Gentlemen,— I desire to draw your attention 
briefly to a case of Reduction en masse of an 
Inguinal Hernia, on which I operated three weeks 
ago by median abdominal section, with complete 
success. The condition is interesting, not only on 
account of its comparative rarity, but also because 
it may be produced by anyone attempting the Re¬ 
duction of an Inguinal Hernia who does not pro¬ 
ceed upon the proper lines. A hernia is said to be 
reduced en masse when the coil of extruded intes¬ 
tine is reduced within the abdominal rings with the 
sac still investing it and strangulating it at its neck. 
The sac containing the practically unreduced intes¬ 
tine then comes to lie in the sub-peritoneal tissues 
just within the internal inguinal ring, through which 
it may or may not be felt with the finger. The 
condition is, of course, a most dangerous one, and 
cannot possibly be relieved without operation. It 
is generally produced by efforts to reduce the 
hernia by simple pressure upwards of the whole 
mass. The proper way, of course, to reduce an 
inguinal hernia is to steady the neck of the sac with 
the left thumb and index finger while grasping the 
whole tumour with the right hand and squeezing it, 
like an india-rubber bail, rather to empty its con¬ 
tents than to force them in an upward direction. By 
this means fluid in the sac is first squeezed out, 
then the congested vessels of the bowel are more 
or less emptied, and the gut, thus reduced in 
volume, will often slip back easily. 

But when reduction en bloc does happen we are 
not always certain what has occurred. The usual 
symptoms of moderate strangulation persist, to be 
sure, after the disappearance of the tumour. But 
we know that this is sometimes the case when 
complete reduction of a strangulated hernia has 
been accomplished in the most approved fashion. 


In such cases the portion of strangulated bowel has 
not yet recovered from its paralyzed condition, and 
the symptoms often persist for some considerable 
time, as though no real reduction had taken place, 
the patient ultimately recovering, in many cases, 
without anything further being done. With these 
latter facts before us we are justified, in any given 
case where a hernia has been reduced, in hesitating 
to admit that a reduction en masse has necessarily 
been produced because the symptoms of obstruc¬ 
tion continue. But there can be no doubt that, 
where such symptoms do persist clearly after reduc¬ 
tion. it is the surgeon’s duty to explore the neigh¬ 
bourhood of the affected inguinal ring by operation, 
and to satisfy himself as to the presence or absence 
of continued strangulation. 

The only question then is whether to open the 
abdomen at the ring itself, and deal with the con¬ 
dition, whatever it may be, on the spot; or, to 
open the abdomen in the middle line, and explore 
the ring from within. This was the question I had 
to decide for myself in the case alluded to. The 
man was aged 68; he had had a right inguinal 
hernia for several years, but had never worn a 
truss. On the Tuesday before admission he had 
himself reduced the hernia, which was strangulated, 
with considerable force. As the symptoms per¬ 
sisted he was admitted into one of my beds here 
on the following Thursday. He was then found 
to be considerably distended, the coils of intestine 
commencing to be marked through the parietes. 
His abdomen was not generally tender, but there 
was pain and tenderness above the right inguinal 
ring. The latter was quite empty, both of hernia 
and sac, but on coughing some soft mass was pro¬ 
jected against the finger placed within it. The 
patient was vomiting greenish-brown matter fre¬ 
quently, which was not offensive: his bowels were 
confined, and he was unable to pass flatus. As the 
symptoms were not very urgent then he was kept in 
bed, with the usual treatment of opium and fomen¬ 
tations. The next day he was much the same, but 
on Saturday morning it was plain that he was much 
more distended, and he was vomiting more fre¬ 
quently and a more unpleasant fluid. By this time 
I thought it was fairly plain that reduction en masse 
was the most reasonable hypothesis, and that the 
condition in the abdomen ought to be explored. 
My only doubt was whether to cut down in the 
groin or open the abdomen in the middle line. 
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which had lasted fifteen minutes and a half to the 
last stitch was finished. 

Those of you who were near enough to see must 
have been impressed with the simplicity of the 
whole procedure, as were my colleagues. For my 
own part, though 1 have operated before success¬ 
fully by the older method from the groin for 
reduction en masse , I should never compare the 
two procedures. The median operation is much 
the easiest, and I believe the safest. And while 
I can hardly endorse the opinion of Mr. Lawson 
Tait that all strangulated inguinal herniae should 
be treated by median laparotomy, I must say from 
my experience in this and other cases, that in 
certain instances the median operation would 
appear to hold out the best prospect of success. 
I shall always consider his proposition in the 
future, and hope to profit by it in other cases, as 
I certainly did in this. 

It only remains to say that the patient since you 
saw him on the operating table has not had a bad 
symptom, and is now convalescent, and about to 
leave hospital. 


But considering the case a little 1 soon decided in 
favour of median laparotomy, for the following 
reasons. 

It is notoriously much easier to explore all parts 
of the abdomen from a median incision than from 
the side. 

This might turn out after all to be a case of 
“ nipping ” of the gut without any present strangu¬ 
lation, in which case the damaged knuckle might 
be found in any part of the peritoneal cavity, and 
only to be reached from a median incision. 

If hopelessly damaged it could be far better 
dealt with from the latter than from an inguinal 
incision. 

On former occasions I had experienced the diffi¬ 
culty of dealing with gangrenous bowel through the 
usual herniotomy wound, and also the difficulty of 
closing the latter (when the knife had to be used 
freely as is the rule in such cases) so securely as to 
prevent an almost immediate re-descent of the 
bowel before the wound had healed. 

Again, the necessarily free use of the knife in 
searching for a reduction en masse from the groin 
must leave much more permanent weakness at this 
spot than is left after a short incision in the middle 
line. 

I therefore elected to operate on the Saturday 
following the reduction in the way which you have 
seen. 

Operation, October 15th, 1892.—Having adopted 
all the usual precautions to secure perfect asepsis, I 
made a short incision in the mesial line above the 
pubes. The first thing seen was a coil of empty, 
shrunken healthy gut, and parallel with it a disten¬ 
ded and conjested coil. Running my fingers along 
these towards the right groin they were both found 
to enter a rigid ring, and to form a movable tumour 
beyond this—the size of a small apple. On exposing 
this constricting ring it was seen to be, as I expected, 
the neck of the reduced sac tightly embracing the 
empty or efferent and the distended or afferent coil 
which ran through it. I now slipped the blade of 
the scissors under the constricting ring, and with one 
snip the bowel was released. The knuckle involved 
was found to be purple from congestion, but other¬ 
wise unaffected, and required no further attention. 
I then turned the sac inside out, tied it tightly 
close to the internal ring with stout silk, and cut it 
off close to the latter. The closure of the abdomen 
then followed in the usual way, and the operation 


A CLINICAL LECTURE 

ON 

THE DIAGNOSIS OF DISORDERS 
OF MICTURITION IN WOMEN. 

Delivered at St. George’s Hospital, 

By W. R. DAKIN, M.D., B.S., 

Obstetric Physician to the Hospital. 

Gentlemen,— Those of you who have been re¬ 
gularly attending the out-patient department will 
have seen many cases in which disorders of mictu¬ 
rition of one kind or another have been the main 
reason for the patient’s presence there. You will 
have noticed that patients have sometimes been 
middle-aged women with vascular caruncle of the 
urethra; sometimes the symptoms occurred in 
gonorrhoeal cases. Retroversion of the gravvd. 
uterus has also been responsible for one or two 
cases, and there have been instances of retrovertetA 
fibroid uteri; of Bright’s disease ; and, in one oa.se. 
in the wards, of a calculus impacted in the 
— each causing some abnormality in the process ol 
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emptying the bladder. Troubles in connection 
with the passage of urine are thus seen to be due 
to a variely of causes. 

I intend to give you a classification of these? 
causes, with their diagnosis. Before I do this, I 
will mention a few facts of importance about the 
way in which the bladder acts. 

The bladder fills slowly , but empties quickly . 
Any want of elasticity, therefore, in the wall of the 
bladder, or in the peritoneum or connective tissue 
around it, due to inflammatory or other textural 
changes, will cause more pain during the sudden 
change in shape brought about by evacuation of 
the bladder, than during its gradual distension. 
This explains the accentuation of the pain of para¬ 
metritis, for instance, during micturition. 

The sphincter-arrangement of the bladder is 
adequate to ordinary requirements, although it is 
not a complete sphincter. When it is taken by 
surprise, it allows urine to escape under some cir¬ 
cumstances ; for instance, in chronic bronchitis in 
elderly, generally stout, women, when the bladder 
is full, or nearly so. 

The bladder probably contracts in health only 
very slightly. Contractions suggest to the owner 
of the bladder that it is full; and a drop of urine 
reaching the urethra causes further contractions, 
and on relaxation of the sphincter, the bladder 
empties itself by means of gravity, and the tone of 
the abdominal muscles mainly. If the bladder or 
urethra is diseased, or has irritating contents, the 
former often contracts forcibly even in the absence 
of distention, and the contractions are then pain¬ 
ful ; as they are also when a drop of urine reaches 
the latter from the bladder. Contraction also 
occurs on irritation of the urethral orifice. 

A healthy bladder is almost insensitive, and 
tolerates a sound readily ; and whether full or 
empty allows a sound to pass about four and a 
half to five inches. This measurement shows that 
in the intervals between evacuation, at all events, 
the bladder is quite relaxed. 

When inflamed the bladder is extremely tender 
on sounding, and is slightly or much contracted, 
and, as mentioned above, is wanting in elasticity. 

The best way of classifying the causes of dis¬ 
orders of micturition is to arrange them in a few 
clinical groups. They are then readily called to 
mind while a case is being investigated. You will 
of course understand that when this function is 


abnormal the patient does not always make it 
her chief complaint. She may have her attention 
directed more urgently to some other element in 
the case. For instance, in uterine and vaginal pro¬ 
lapse the retention which frequently occurs is often 
not mentioned unless it is inquired for, as the 
tumour appearing at the vulva is the more striking 
incident. 

The patient may complain of— 

Pain on passing water, 

Increased frequency of passing water, 
Retention of urine, 

Incontinence of urine. 

Pain. It is important to find out where the 
pain is felt, when it is felt, and its character . 

Now, diseases of the bladder and kidneys, or of 
the tissues around them, usually cause pain to be 
felt in the hypogastric region, or over the pubes t 
and occasionally over an area extended above and 
below these parts; urethral diseases, take for 
example, urethritis, cause most pain to be referred 
to the urethral orifice. 

Disease in the former situation causes pain 
before micturition, during it, and very often after it ; 
in the latter, the affection causes pain mainly during 
the process. Then the bearing-down, dull, often 
colicky pain of the former class of case contrasts 
with the cutting pain caused by urine running over 
an inflamed and ulcerated urethra. 

I do not wish to insist on any sharp division of 
groups on the ground of pain, but merely to point 
out the assistance to diagnosis the above considera¬ 
tions may give. 

Increased frequency . The increase in frequency 
may vary from once or twice in the night to every 
few minutes, especially during the day. In the 
former case the disease is probably not local, but 
the frequency is due to the altered condition of 
the urine, and there is no pain , as in diabetes, 
chronic Bright’s disease, hysteria, and some forms 
of dyspepsia, m diabetes the urine is increased in 
quantity, and therefore must be evacuated oftener; 
in hysteria this is so, and the Sp. gr. is altered; in 
chronic Bright’s disease the Sp. gr. is altered. In 
the latter case there is obviously some inflammato y 
condition causing the vesical tenesmus, and the 
pain is considerable. 

Thus pain and frequency , except in the condi¬ 
tions above mentioned, are usually associated, and 
are then characteristic of a group of complaints 
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either in the structures forming the urinary tract, 
or in the tissues in close proximity to some part of 
the tract. These diseases come under the head¬ 
ings of:— 

Inflammation. 

New Growth-Carcinoma, Tubercle, Caruncle, 
and others. 

Foreign Bodies—Calculus, Hairpins, etc. 

They may affect the urethra, bladder, ureters or 
kidneys; or the vaginal walls, pelvic peritoneum, 
connective tissue, or the connective tissue sur¬ 
rounding the kidney : foreign bodies of course not 
being included as causes in the three last situations. 
I will here add anal fissure as a cause of vesical 
tenesmus, and also remind you that urine may at 
the end of micturition trickle on to an inflamed or 
ulcerated vulva or vaginal orifice, causing intense 
burning. 

Retention and Incontinence . It may seem 
paradoxical to include these two seemingly opposed 
conditions under one heading, but those of you who 
have seen many cases of incontinence in the wards 
will remember that the bladder is practically always 
distended, and then incontinence is merely an 
overflow, due to the inability of the sphincter of 
the bladder as already mentioned, to resist much 
pressure. Retention will, if it is not relieved, and 
the possibility of escape of urine still exists, end in 
incontinence. It does so in all cases of paraplegia ; 
in most cases when it is caused by stretching of 
and pressure on the urethra by the upward dis¬ 
placed cervix in retroversion of an enlarged uterus ; 
in cases of retention after labour, if neglected. In 
hysterical retention, the patient will usually pass it 
spontaneously, when the discomfort becomes great; 
and in retention due to retained menses and 
haemato-colpos the retention is usually only tem¬ 
porary. However, in some instances the incon¬ 
tinence is not preceded by retention, as in vesico¬ 
vaginal fistulas, in nocturnal enuresis of children ; 
and in chronic bronchitis. Retention of urine of 
a reflex nature often occurs after operations about 
the anus and perinaeum. 

There is one condition from which it is important 
to distinguish retention, and that is Suppression . 
This occurs in obstetric practice most commonly in 
connection with carcinoma of the cervix which has 
invaded the cellular tissue, involved the ureters, and 
completely obstructed them. The use of a catheter 
will at once settle the diagnosis. [A table will be 


found at the end showing the causes of disordered 
micturition (a) as affecting each section of the 
urinary tract; ( [b) as affecting the tissues external 
to the tract; (c) affecting the composition and 
quantity of urine; (d) belong to the nervous 
system.] 

If now a case of the kind we are considering 
presents itself to you, you will classify it at once 
under some one or other of the four headings given 
above, and then proceed to find the exact cause by 
one or more of the following methods according 
to the indications:— 

Examination of urethral and vaginal orifices. 
In cases pointing to some cause in their regions 
note should be taken if there be purulent dis¬ 
charges from the vagina, or on squeezing the 
urethra; or any ulceration (e.g,, lupus of Matthews 
Duncan) around the urethra; any new growth, as 
urethral caruncle or cancer of the anterior vaginal 
wall; or whether a foreign body is present in the 
urethra or vagina (neglected pessaries, for in¬ 
stance). 

Examination of vagina and pelvic organs . The 
diseases most commonly to be made out in this 
way are para- and peri-metritis, especially of the 
connective tissue close to the bladder; cancer 
arising in the cervix, and involving the bladder; 
or retroverted, enlarged uterus (pregnancy third 
and fourth month, or fibroids enlarging the uterus 
to a corresponding size) and fistulas. 

Examination of Urine . The urine should be 
drawn with a catheter , so as to obviate fallacies 
owing to vaginal discharges, and to prevent a full 
bladder being overlooked. It may contain albumin, 
pus, blood, tubercular matter, uric acid crystals or 
larger masses, sugar; it may be acid or alkaline. 
Its Sp. gr. may be diminished or increased. I 
need only now say that albumin and low Sp. gr. 
point to Bright’s disease; pus suggests cystitis, 
when the urine is usually alkaline (after forty-eight 
hours or so, at all events), or pyelitis from various 
causes; haemorrhage is due to new growth, as a 
rule, unless when well mixed with the urine, and 
then some disease of the kidney, either organic or 
functional, is probable; tubercular debris is usually 
from the kidney; uric acid crystals may be the 
cause themselves, or may point to renal calculus. 
Sugar, with high Sp. gr., means diabetes; low 
Sp. gr. and pale colour should make you think, of 
hysteria or chronic Bright. 
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Examination of Bladder, The sensitiveness of 
this organ will have been gauged somewhat during 
vaginal examination. If it is not contra-indicated 
by extensive cancer, a very gentle attempt should 
be made to pass a large sound, warmed and oiled. 
The bladder can then be measured (see remarks at 
beginning of lecture), its elasticity and sensitive¬ 
ness estimated, and its mucous surface explored, 
and any foreign body detected. Stricture of the 
urethra can be made out, though this is hardly 
likely to have been overlooked until now. 

If there is a foreign body or suspicion of a 
growth, the urethra may be rapidly dilated and 
the bladder examined with the little finger. 

The abdomen must be carefully examined in the 
absence of causes in other situations, and the con¬ 
dition of the kidneys investigated. One of them 
may be displaced, hydronephrotic, or enlarged from 
various diseases, any of which may be the source 
of the trouble in passing water. 

The age and character of the patient will have 
been noted, as bearing, for instance, on the cause 
of “ wetting the bed,” or hysterical retention. 

We have now considered the grouping of these 
complaints clinically and their investigation on cer¬ 
tain definite lines. You will find many cases not 
conforming entirely to the general rules I have laid 
down ; but if your method of investigation is re¬ 
duced to a system it will usually bring you near 
the mark—at all events you will not overlook any¬ 
thing. 

* The treatment of disorders of micturition is the 
treatment of its individual causes, and want of time 
forbids my entering on them now. 

TABLE OF CAUSES. 

A. In Structures Forming Urinary Tract: 

Urethra — Urethritis, caruncle, foreign 
bodies, stricture. 

Bladder —Cystitis; growths, as cancer, tu¬ 
bercle, etc.; calculi, foreign bodies ; 
fistula;; small, contracted bladder, with 
healthy urine. 

Kidney —Pyelitis and nephritis; calculus; 
new growths, as cancer, tubercle; 
movable kidney; hydronephrosis. 

B, In Structures External to Urinary Tract : 

Near Urethra —Vulvitis; vaginitis ; vaginal 
cancer; ulceration around urethral 


orifice; displaced cervix (in retroversion 
of gravid or fibroid uterus); large poly¬ 
poid myoma in vagina: haemato-colpos 
from retained menses. 

Near Bladder —Peri- and para-metritis ; 
and occasionally ovaritis; cancer of 
uterus; impacted fibroids, pregnancy 
in early months; suddenly increased 
abdominal pressure from cough, etc. 

Near Kidneys — Para-metritis, ascending 
along ureter to peri-renal fat. 

C , Alterations in Urine : Diabetes, chronic 

Bright, hysteria ; uric acid in crystals, 
or larger masses of this or other con¬ 
cretions. 

D . Due to Nervous System—H ysteria, habit 

(in enuresis) reflex inhibition in anal 
fissures and after operations about 
perinaeum. 


SOME CLINICAL REMARKS 

ON 

CHRONIC EAR DISCHARGES. 

By A. E. CUMBERBATCH, F.R.C.S., 

Aural Surgeon to St. Bartholomew’s Hospital. 

A patient generally comes to a medical man for 
relief of ear-disease, owing to the existence of 
either pain, deafness, or a “ running from the ear.” 
Of the symptoms enumerated, the latter is perhaps 
the most frequent cause of a patient seeking advice. 
Knowing what may be the complications and 
sequelae of discharge from the ear if neglected, it 
is very important that all those engaged in medical 
work should be familiar with the causes, diagnosis, 
and treatment of this condition to enable them 
successfully to deal with it. 

When a patient comes to you for the first time 
with a “ running from the ear,” question him as to 
the symptoms of which he complains, ascertain the 
nature of the discharge; whether it be thick or 
thin, scanty or plentiful, odourless or offensive, 
blood-stained or not, and by an examination of 
the deeper parts of the ear, make up your mind as 
to the cause of the discharge in the particular case 
before you. 
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Before considering the varieties, I will enumerate 
the principal causes of chronic discharge from the 
ear. They are,— 

(1) Chronic purulent catarrh of the middle or 
external ear. 

(2) Caries or necrosis of some part of the bony 
auditory apparatus. 

(3) Polypi and Granulations. 

(4) Eczema. 

(5) Carcinoma. 

• The nature of the chronic discharge depends 
more or less on its cause. The chronic purulent 
discharge from the middle ear may be “ laudable 
pus;” more often it is thin and yellowish or 
slightly greenish. Sometimes it is odourless, 
sometimes very offensive. It is rarely the latter 
except when neglected, or where carious bone 
exists. When the discharge is due to catarrh of 
the meatus, it is more often thin and whitish than 
thick and creamy. When it is due to eczema of 
the meatus, it is thin, almost clear, and soon dries 
on escaping to the surface. Often, however, it is 
mixed with the altered secretion of the cerumenous 
glands and epithelial debris, and in such cases it 
is thickish and yellowish-brown in colour. 

The discharge is at times blood-stained, and 
whenever such is the case you should always 
suspect the presence of a Polypus, of Granulations, 
or of Carcinoma. When there is no sign of blood 
in the discharge, always question the patient as to 
whether any has ever been observed, its presence 
being only occasional. The discharge associated 
with Caries or Necrosis is thin, yellowish, or 
greenish-yellow, and offensive. In Carcinoma the 
discharge is not abundant, but is frequently blood¬ 
stained. 

We are in possession of these facts then, that— 

(1) Thin, palish, and offensive discharges are 
most likely to be associated with Caries or 
Necrosis of some part of the auditory apparatus. 

(2) Thick creamy discharge may occur as the 
result of chronic, but are more likely to be the 
result of recent catarrh of the middle ear. 

(3) The presence of blood in a discharge is 
suggestive of polypi, granulations, or carcinoma. 
Another cause of abnormal coloration of the dis¬ 
charge is its admixture with cerumen. 

In no case, however, can the nature of a dis¬ 
charge be regarded as a diagnostic, and it must 


be looked upon merely as one factor of the case. 
Bearing this in mind, proceed to the physical 
examination of the ear, with the aid of a speculum, 
mirror, and good light. Search the pinna for any 
signs of eczema, and do not mistake the excoria¬ 
tion resulting from an irritant and neglected dis¬ 
charge from the middle ear for moist eczema. 

Next examine the condition of the external 
auditory meatus, noting whether a polypus or 
granulations be present, and finally examine the 
condition of the membrana tympani, as regards 
lustre, presence or absence of perforation, etc. 

Having completed the physical examination, 
to enable you to perform your diagnosis, I will 
briefly enumerate the symptoms of the chief con¬ 
ditions producing chronic ear discharges. 

(1) Chronic purulent catarrh of the middle ear . 
There is deafness, occasionally pain, discharge 
which may be abundant or scanty, thick or thin, 
yellowish or slightly greenish, perforation or per¬ 
haps almost entire absence of the membrana 
tympani, often in the latter case, polypoid enlarge¬ 
ment of the tympanic mucous membrane. Some¬ 
times a single pedunculated polypus is present; or 
a small polypoid granulation, most frequently 
situated on the upper and back wall of the 
meatus. You must be careful not to mistake the 
reddened membrana tympani, denuded of its 
epithelium, for a polypus; its flattened appearance 
and its immobility when lightly touched with a 
probe, will help you to a correct diagnosis, when in 
doubt. 

(2) Chronic purulent catarrh of the external 
meatus . On inspection the passage is found more 
or less narrowed from subdermoid effusion; the 
surface is sodden and white from the maceration 
of its epithelium, and where this is removed, the 
dermis is red and moist. Examination by means 
of the speculum and diagnostic tube fail to detect 
any perforation of the membrana tympani. Deaf¬ 
ness, when present, is rarely a marked symptom, 
and the discharge, not very abundant, is soluble in 
water, from the absence of mucus , showing that 
the discharge does not come from the tympanic 
cavity. 

(3) Caries or necrosis of adjacent bone . This 
condition may always be suspected from the ob¬ 
stinate persistence of the discharge under treat¬ 
ment, its offensive odour, and the presence c>r 
granulations. Detection of bare bone by means 
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of a probe will of course render the diagnosis 
certain. 

(4) Polypus or polypoid granulations . The dis¬ 
charge varies in quantity, and is occasionally tinged 
with blood. Deafness varies with the size of the 
polypus and with the condition of the other parts 
of the auditory apparatus. I use the term polypoid 
granulation to denote a growth similar in structure 
to a polypus, but not growing from the mucous sur¬ 
face, in other words, arising from some part of the 
external auditory meatus, but not from diseased 
bone. 

(5) Carcinoma. This, on examination, looks 
very like a polypus or polypoid granulations. It* is, 
however, firmer to the touch, and, although not 
specially vascular in appearance, bleeds freely on 
manipulation. The discharge is thin, scanty, and 
frequently blood-stained. Whenever you find in 
the ear of a patient beyond the prime of life what 
looks like a polypus or mass of granulations, which, 
though pale, bleed readily when touched, suspect 
carcinoma, and inquire as to the patient’s health, 
search for enlarged lymphatic glands, and finally 
examine a small fragment of the growth under the 
microscope. 

(6) Eczema. There should be no difficulty in 
diagnosing this condition, as there is generally 
eczema of the pinna as well, and frequently of the 
adjacent scalp. 

Before discussing treatment it is important to note 
the complications which may occur in the course 
of chronic discharges from the ear. They are :— 

(1) Inflammation and abscess of Mastoid Pro¬ 
cess. 

(2) Necrosis of various parts of Tympanic walls 
and external Auditory canal. 

(3) Polypi and polypoid Granulations. 

(4) Thrombosis of Lateral Sinus and Pyaemia. 

(5) Meningitis. 

(6) Sub-dural, cerebral, or cerebellar abscess. 

Without going so far as to say that each of these 

complications could always be prevented, I must 
point out that in many cases they are the direct result 
of carelessness and neglect. I have not the time 
now to discuss the question of these complications, 
their diagnosis and treatment, but let me impress 
on you the great importance of being fully on the 
alert to detect them. Should a patient complain of 
pain behind the affected ear, take the temperature, 
and watch for the signs of constitutional disturbance 


which occur in the inflammatory conditions I have 
mentioned. Notice whether there is any tender¬ 
ness or swelling over the mastoid or along the 
course of the internal jugular vein. Inquire care¬ 
fully about the discharge, and be suspicious if you 
are told that it has suddenly diminished or ceased. 
In the first place, this may be due to some me¬ 
chanical obstruction, which must instantly be re¬ 
moved ; in the second place, it may be the 
precursor of one of these inflammatory compli¬ 
cations. 

In the treatment of an uncomplicated dis¬ 
charge, our indications are to permit of its free exit, 
and to maintain the parts in the highest state of 
cleanliness. It is common to see patients with 
the external auditory meatus completely blocked 
with a large plug of cotton wool. This is quite 
wrong, as it prevents the free escape of discharge. 
If thought desirable, a small piece of cotton wool 
may be lightly placed in the external meatus, but if 
so, it must be frequently changed. To keep the 
ear thoroughly clean, instruct the patient to syringe 
with a warm, weak solution of Boracic Acid, Per- 
chloride of Mercury (1 in 2000), or Permanganate 
of Potash, and then instil into the ear a few drops 
of one of the following prescriptions, night and 


morning: 

— 
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Acid. Borici 

... gr, 


Glycerini. 

- 3 


Spt. Vini Rect. 

- 3 ) 

M. 

Ft. guttae. 
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Zinci Sulphat. 

gr.v 


Glycerini 

3 j 


Spt. Vini Rect. 
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Liq. Plumbi. Subacetat. 
Glycerini . J 
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Aquae. 

Si 

M. 

Ft. guttae. 


( 4 ) » 

Cupri. Sulph. 

gr.iv 


Aquae. 

3 i 

M. 

Ft. guttae. 



If solutions fail, or when the meatus looks 
sodden and irritable, the dry treatment should be 
tried. This consists in blowing in finely powdered 
Boracic Acid, or Iodoform, alone of mixed with 
powdered Alum. Before applying the powder, the 
ear must be well cleansed and dried. Should 
a polypus or polypoid granulations be present. 
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they must be removed. Carious bone, when it 
can be reached with any prospect of success, 
should be removed by operation. 

In cases where the cause is dependent upon, or 
associated with, a constitutional disease, such as 
syphilis or scrofula, some general treatment must 
be adopted as well as the local. The same applies 
where the general health is not satisfactory: tonics, 
good food, and change of air all helping the 
general treatment. 


CLINICAL NOTES. 


{Specially reported for The Clinical fournal, Revised in 
each case by the Author .) 


CLINICAL REMARKS ON SOME CASES 
UNDER TREATMENT IN THE WARDS OF 
ST, GEORGE’S HOSPITAL. 

By WILLIAM H. BENNETT, F.R.C.S. 

A* Case of Peri-csecal Abscess. 

This patient, a man servant, about 30 years of 
age, was admitted under the care of my colleague, 
Dr. Ewart, with symptoms of intestinal obstruction. 
He had previously had several attacks of consti¬ 
pation, with great pain, which had passed off under 
treatment. About a week before admission con¬ 
stipation with pain having again come on, he took 
a dose of castor oil which produced an action, but 
was followed by acute pain about the right side of 
the belly. 

He then became very ill, and was subsequently 
admitted into the Hospital. When I saw the patient, 
in consultation with Dr. Ewart, I12 was extremely ill; 
the pulse was quick, the temperature 102° to 103°, 
and the expression drawn and anxious. 

There had been no action of the bowels for six 
days. In the csecal region was a hard very tender 
mass, which was too sensitive to admit of thorough 
examination. In the centre of its anterior part was 
a soft and fluctuating spot. As the case was clearly 
one of peri-caecal.abscess it was decided to operate 
without delay. I therefore cut down on the mass 
over the softened spot, opening a large cavity full 
of stinking pus. This cavity was carefully washed 
out, a number of small pieces of sloughing tissue 
coming away in the washings. On careful exami¬ 


nation of the cavity with the finger, without breaking 
down the walls of the abscess, which were sloughing 
and very rotten, I failed to detect the vermiform 
appendix; the abscess was therefore merely drained 
by means of a large india-rubber drain-tube. 

Now (ten days after the operation) the whole 
cavity is closed and, with the exception of a shallow 
clean wound in the parietes, completely healed. 

The patient is practically well, the bowels act 
regularly, the temperature is normal, the pulse 
regular and not too quick, the expression of face 
comfortable and contented. 

The cause of the abscess was undoubtedly 
disease (perforation or sloughing) of the vermiform 
appendix. 

There is a considerable difference of opinion 
amongst surgeons as to the best plan of treatment 
of the diseased appendix in these cases. That is 
to say, is it best to remove, or attempt to remove 
the appendix at the time of opening the abscess ? 
or should the abscess be drained merely in the 
first instance, and the removal of the appendix be 
undertaken at a later period, if necessary after the 
abscess has healed, or at least when the patient is 
in a better general condition, and when the chances 
of soiling the peritoneum with septic material are 
lessened if they exist at all ? 

I have had a large experience of these cases, 
and I have not the least doubt that the best plan 
for the ordinary practitioner is to merely drain the 
abscess in the first instance, and leave the ques¬ 
tion of removal of the appendix for consideration 
later on if necessary. The plan I follow myself is 
to lay open the abscess, and thoroughly wash it out ; 
if upon examination the appendix is found lying 
free in the cavity, I remove it. If it cannot be 
easily felt by the finger I do not search for it, but 
allow the abscess to heal. This is, in my belief, 
the most rational treatment and the soundest sur¬ 
gery. It must be remembered that the lives of the 
majority of the patients are in imminent danger, 
and that the surgeon’s first duty is to save life. 
Unless the abscess has already burst into the peri¬ 
toneal cavity this danger to life can invariably be 
removed by opening and draining the abscess . At 
least I have never failed in saving life in this way 
up to the present time. 

To proceed to search for and remove a diseased 
appendix at once in a patient already in a highly 
septic condition, whose general state is certainly 
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not fit to bear what may be a prolonged operation, 
is to increase the immediate risk to life to an extent 
which I think is not right, especially as the danger 
incurred in the removal of the appendix later, 
when the patient is in good health, is so small. 

Is it certain that the removal of the appendix is 
always necessary in these cases ? Personally I be¬ 
lieve not, since “ recurrent typhlitis ” is not in¬ 
evitable, even when the appendix is left altogether 
untouched. For instance, I know of a case in 
which an abscess of this kind was opened nearly 
sixteen years ago, and no trouble of any sort had 
recurred when I last heard of the patient about a 
year since. I also think that we have not yet had 
a sufficiently long experience of these cases to be 
sure that the removal of the appendix prevents, 
with absolute certainty, the recurrence of symptoms 
subsequently. 

In the event of the abscess having burst already 
into the peritoneal cavity, as shown by general 
peritonitis, etc., a formal abdominal section is, of 
course, the only reasonable treatment for the pur¬ 
pose of cleansing the peritoneum, and the removal 
of the diseased appendix in order to prevent the 
further escape of septic material. 


A Case of Haemorrhage from the 
Bladder. 

This patient, who is 55 years of age, was admitted 
on account of profuse bleeding from the bladder. 
There had never been any previous haemorrhage, 
and in all respects he had been healthy till the 
occurrence of this attack, which came on sud¬ 
denly, after some very severe pain about the region 
of the bladder, and especially in the end of the penis . 
He was placed in bed, and given 3ij of Liquid 
Extract of Ergot every four hours. In twelve 
hours a great diminution in the bleeding was 
noticeable, and in less than three days it had 
entirely ceased. The urine is now normal, with 
the exception that occasionally a few masses of 
fibrin come away. Before the passage of these 
lumps the pain in the end of the penis is felt 
No instrument has, as yet, been passed, as I 
make it a rule, and you will find it to be gocd prac¬ 
tice, never to pass a sound or catheter into the 
bladder in cases of this kind whilst the bleeding 
continues, unless it is absolutely necessary. The 
symptoms probably depend here upon one of the 


following causes: stone, malignant disease, villous 
growth, or ulceration over an enlarged prostate. 
The last condition is improbable, but does some¬ 
times occur. I remember a patient dying from 
exhaustion after profuse bleeding from the bladder, 
and at the post-mortem examination nothing was 
found but a small, deep ulcer which had opened 
up a large vein over the prostate. 

As you now see, the evidence produced by the 
sound at first sight seems almost entirely negative* 
The man has an enlarged prostate, there is no stone, 
and no evidence of a malignant tumour exists. 
Just to the right side of the trigone, however, is 
an acutely tender spot, and gentle movement of 
the beak of the sound over it detects a roughness, 
as compared with the rest of the bladder. This 
spot from which I believe the bleeding came is an 
ulcer. Of its nature I am in doubt. One thing 
at least is certain, viz., that no active surgical inter¬ 
ference is called for; if it is benign in character it 
will probably heal, if it is malignant active treat¬ 
ment will effect no good result. The cystoscope, 
a little later, may throw some light upon the exact 
nature of the case—at present the less the bladder 
is irritated by the introduction of instruments the 
better. Before leaving this case, let me say that 
in my experience the only drug of any real value 
in treatment of bladder haemorrhage is Ergot, best 
given in the form of the liquid extract in free 
doses. 


A Case of Tubercular Disease of the 
Bladder. 

Here is a patient, 25 years of age, admitted od 
account of frequent micturition, accompanied by 
pain about the vesical region, and, at the end of 
micturition , by acute pain at the end of the penis. 
A few drops of blood sometimes come away in the 
water, which is always rather thick, and deposits a 
sediment (pus and mucus). All these symptoms 
are increased by exercise or jolting. 

The patient has been losing flesh of late, and 
has as you can see a typically “ strumous ” aspect. 
On the front of the left thigh is a large somewhat 
puckered scar, over the site of an old wound, 
from which he says u bits of bone used to come.” 
There can be no doubt I suppose that this man is 
the subject either of stone in the bladder, or of 
tubercular disease of that organ near its neck. 
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The vesical symptoms would apply about equally 
to either condition, but the collateral symptoms 
point so strongly to tubercular tendency that the 
disease is nearly certain to be of that nature. The 
introduction of a sound shows that no stone exists. 
The region of the trigone is exquisitely tender, 
and at the left side is rough and coated, apparently 
with sabulous material. You also see that on the 
withdrawal of the sound a little thickish mucus 
streaked with blood clings to the end of the beak. 
The diagnosis of tubercular disease is thus pretty 
certain. 

On the significance of Pain at the end of 
the Penis in Bladder Affections. 

You will have noted that a prominent symptom 
in each of these cases is pain referred to the end 
of the penis. In consequence of the great pro¬ 
minence given to this symptom by the ordinary 
text-books, in connection with stone in the bladder, 
it is not uncommon to find an idea deeply rooted 
in the minds of students that pain of this kind is | 
almost pathognomonic of calculus. Please under* j 
stand that this is not so. Pain referred to the end 
of the penis in this way merely means one of two 
things, either (i) that a movable body is present 
in the bladder, which is apt to become involved in 
the neck of the viscus when it contracts, or (2) that 
disease exists and encroaches on the region of the 
vesical neck, so that the contraction of the bladder 
causes irritation and pain. In the first of these 
conditions the loose body may be a stone, a 
pedunculated tumour, blood clot (as in one of 
these patients), masses of fibrin, a foreign body, such 
as the end of a broken catheter, or a detached portion 
of a growth. In the second condition the disease 
may be tubercular, as in the second of these 
patients, malignant, or even simple ulceration. 
Let me beg of you, therefore, to dismiss the idea 
that this symptom has any exclusive relation to 
stone, since it has a much wider application. In 
this connection it may not be amiss to remind you 
that if a stone be fixed and not situated in the 
immediate neighbourhood of the cervical neck, no 
pain referred to the end of the penis need be felt 
at all. 

On some points connected with the intro¬ 
duction of Metal Catheters and Sounds. 

There are few things which cause so much dis- 1 


comfort to patients as the unskilful introduction of 
a metal sound or catheter into the bladder. It will 
be noticed as a rule, that in passing these instru¬ 
ments the penis is grasped in one hand of the 
operator, whilst the instrument is passed down the 
urethra by the other. Under these circumstances, 
should any obstacle to the passage of the instru¬ 
ment exist ( eg, ., a stricture), or if its end should be 
caught in a lacuna or fold of mucous membrane* 
it is extremely difficult to estimate the amount of 
pressure which is being exerted in consequence of 
the opposition between the two hands; the one 
grasping the penis making traction towards the 
operator , the other controlling the catheter pressing 
it towards the bladder. It therefore not unfre- 
quently happens, especially in inexperienced hands, 
that a false passage is made almost before the 
operator is aware of any material force having been 
used. 

Those of you who follow my practice know that 
in passing metal instruments down the urethra, I 
rarely, if ever, use more than one hand for the 
purpose. Grasping the catheter in one hand, 
usually the right, its point is insinuated into the 
meatus, and with a gentle onward pressure, pushed 
down the urethra as far as the triangular ligament; 
if the handle of the instrument is then allowed to 
rest against the anterior abdominal wall over a line 
leading directly from the umbilicus to the pubes, it 
will usually, in a healthy urethra, slide into the 
bladder spontaneously. If a stricture exists, the 
amount of pressure exerted can be exactly gauged, 
as it is made entirely by the one hand. This 
method of introducing an instrument by using one 
hand only is very superior to that in which both 
hands are employed in the manner I have men¬ 
tioned, and if the plan I adopt were universally 
followed, false passages would be far less frequently 
met with than they are now. Let me, therefore, 
urge upon you the desirability of acquiring the 
knack of passing a catheter in this manner. There 
is no difficulty about it whatever. 

Next to the mere application of too much force, 
false passages are most commonly caused by the 
operator depressing the handle of the instrument 
too soon. Many false passages would never be 
made if more care were taken in keeping the shaft 
of the catheter applied in the vertical line, as 
nearly as possible, to the anterior abdominal 
parietes, until the point of the instrument has 
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become well engaged in the opening in the tri¬ 
angular ligament. 

If when the urethra is being examined for the 
first time any object presents itself, the instrument 
should be withdrawn a little before any further 
attempt is made at passing it onwards, by such 
means a lacuna or fold may be readily avoided ; 
on the other hand, if pressed persistently forwards 
at once a fold may be perforated (especially in 
i he aged), or the floor of a lacuna pierced, and a 
false passage of the worst kind produced. 

The obstacle presented to the passage of a 
catheter by spasm in the urethra may often be 
entirely removed by engaging the patient in con¬ 
versation during the introduction of the instru¬ 
ment, and so directing his attention away from the 
affected part. This is a fact not commonly known, 
and it is one of the many small details which can 
only be learnt at the bedside; the books do not say 
much about them. 


A Case of Cellulitis. 

Here is a man, aged about 6o, whose case illus¬ 
trates one or two well-known clinical points of 
importance. 

He was admitted into the hospital with very 
severe cellulitis of the forearm, the result of a 
poisoned wound over the dorsal aspect of the fifth 
metacarpal bone. You will observe that the whole 
of the disease is limited to the inner side of the 
forearm, and that a large abscess has formed at the 
inner side of the elbow. This is a remarkably 
clear pathological demonstration of the well-known 
anatomical fact that the lymphatics of the inner 
side of the hand pass along the inner half of the 
forearm, to end in the cubital gland. If the wound 
in this case had been in the region of the thumb, 
the abscess would have been in the axilla, and the 
arm would have been involved in the cellulitis 
It is on this account that poisoned wounds on the 
outer aspect of the hand are generally of more 
consequence than those on the inner side. Imme¬ 
diately upon admission free incisions were made 
over the affected part, and the abscess at the elbow 
was opened. The cellular tissue of the forearm 
over the inflamed area was sloughing, and has since 
come away through the incision. 

The case was clearly then one of a very serious 
kind, yet the temperature as is shown by the chart 
hardly exceeded the normal level, a practical warn¬ 


ing that the condition of the patient cannot always 
be gauged in these inflammatory diseases by the 
height of the temperature, for this patient was 
very ill, as shown, not by the temperature, but 
by the pulse, which was quick, soft, and al¬ 
together wanting in power . He was in fact in a 
condition of exhaustion; he was in some danger 
on that account, and not from septicaemia, as 
he would have been, had the temperature been 
very high. Bear in mind that a quick, soft pulse 
in cases of this kind means that stimulant is 
absolutely necessary for the patient; it probably 
matters not the least whether it is given in the form 
of drugs, brandy, or wine. Personally, however, I 
think when a patient is really ill, that a palatable 
stimulant such as brandy or port does the sufferer 
much more good than alcohol conveyed in a dose 
of physic. 

In spite of the extensive sloughing of the cellu¬ 
lar tissue the skin has remained everywhere intact 
—a noteworthy fact when the advanced condition 
of the disease on admission is considered. The 
escape of the skin from sloughing in a case so 
advanced is pretty conclusive evidence of the 
soundness of the patient’s excretory organs; had 
he been the subject of albuminuria or granular 
kidneys, the skin would almost certainly have 
become gangrenous. In cases of cellulitis of this 
kind, whether the patient be young or old, and 
whether the organs be sound or diseased, free 
incisions cannot be made too soon. 


Toothache due to Acute Pulpitis. (.VAbeille 

Med) : 


Thoroughly cleanse the cavity, and then insert a 
piece of cotton wool on which a few drops of either 
of the three following solutions have been poured : 


(I) ft 

Menthol . 

. gr.xxxvj 

M. 

Chloroform. 

• 3 ) 

(2) ft 

Cocain. Hydrochlor. 



Morph. Hydrochlor. .. 

. aa gr.iv 


Creasote sufficient to 
creamy consistency. 

make a paste of 

( 3 ) R 

Morph. Sulphat. 

. gr.iij 


Atropiae Sulphat. 

. gr.iss 

M. 

Aq. Destillat. 

• jj 
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A CLINICAL LECTURE 

ON THE 

NATURE OF TRUE RHEUMATISM. 

Delivered at the London Hospital, 

By A. ERNEST SANSOM, M.D., F.R.C.P., 
Physician to the Hospital. 

The subject of my present course of Clinical Lec¬ 
tures is, “ Rheumatism and its Counterfeits.” My 
endeavour will be first, to present you, from our 
clinical experience, a picture of true rheumatism; 
next, to show you some cases which resemble 
those of rheumatism, to which the term is, in some 
form or other, often employed, but which I be¬ 
lieve to be of a very different nature; and lastly, 
to deduce some lessons of practical therapeutics. 

In this lecture, I shall confine myself to the task 
of trying to find an answer to the questions— 
“What do we mean by ‘Rheumatism ’ ?—what 
ought we to mean by ‘ Rheumatism ’ ? ” 

In ancient times the term was applied to affec¬ 
tions both of the joints and of the mucous mem¬ 
branes. Rheumatism and catarrh had a like 
signification. In the sixteenth century, the latter 
term began to be restricted to inflammatory affec¬ 
tions, with defluxions from the mucous surfaces. 
Sydenham clearly sketched the outlines of acute 
rheumatism , and Cullen added much to our know¬ 
ledge of the disease. The last observer, however, 
great as is the debt we owe him, left on the minds, 
both of the profession and the public, the idea 
that any disorder which was, or which seemed to 
be, initiated by chill, could be legitimately termed 
“ rheumatic.” I think it must be agreed that this 
impression is by no means yet effaced. In these 
days, whatever may have been the terminology in 
times past, it behoves us to apply the names 
ascribed to diseases according to some coherent 
method—we must group similars—we must classify 
cases of disease according to clinical signs and 
symptoms, to pathological changes observed there¬ 
with, and to the obvious associations and affinities. 
We have had lately, and have now in the wards, 
Vol. VT. No. 22. 


a large number of cases, which exemplify the 
phenomena, which, with our present knowledge, 
we may legitimately term “ rheumatic.” I have 
shown you a case in which, with moderate fever 
and sweatings, the patient manifesting a decidedly 
hereditary predisposition, and the disease being 
initiated by chill, there were manifestations of pain 
and swelling in the larger joints. The disease 
subsided, and there was no further involvement 
In another case, with similar articular symptoms, 
we found the signs of mitral incompetency. Endo¬ 
carditis had involved the mitral valve; its curtains 
failed to sufficiently approximate during systole, and 
regurgitation was the result. In a third case, with 
like articular phenomena, we found not only 
incompetence of the mitral valve, but signs indi¬ 
cating both obstruction and regurgitation at the 
aortic outlet. We concluded that the endocarditis, 
which was a part of the rheumatic process, had 
affected, not only the mitral valve, but the aortic 
area, and had so altered the cusps as to cause them 
to present an obstruction to the blood-stream during 
ventricular systole, and bad rendered them inade¬ 
quate to close their orifice during ventricular 
diastole. We now have to consider a case in which 
we find two murmurs in the mitral area—one which 
is systolic, and, without doubt, indicates regurgita¬ 
tion into the auricle at the time of the systole of 
the ventricle, and another that is presystolic, 
commencing before the period of the systole and 
ending therewith. We conclude that not only the 
mitral valves are imperfectly adapted when the 
ventricle contracts, but there is also an obstruction 
to the blood-current from the auricle previously to 
this event. There is mitral stenosis. We do not 
doubt that the lesion of the endocardium, which 
brings about these results, is in association with 
rheumatism. It is an interesting question how we 
shall trace the manifestations of these lesions during 
the rheumatic progression of events. Incompetency 
of the mitral valve is evidenced in a great many 
cases of rheumatism. You detect its commencement 
by a systolic murmur at the heart’s apex, and if it is 
sufficiently intense, it is audible towards the left 
axilla, and at the back to the vertebral side of tV\^ 
angle of the left scapula. In most cases it means 
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a permanent deformity of the valve, but not in all; 
the endocarditis may disappear, leaving the curtains 
competent, or the disease may have only temporarily 
weakened the papillary muscles. 

To detect the early signs of mitral stenosis, direct 
your attention to the second sound of the heart, 
as heard just internal (/.<?. to the right) of the apex. 
Instead of the normal second sound, you may hear 
two sounds in rapid succession. Thus in all you 
are cognisant of three sounds—the heart seems 
to have a triple rhythm, and you are reminded of 
the sounds of a cantering horse. These are, the 
first sound of the heart followed by the second 
sound, and then an interpolated sound which 
may be sharp or dull or the short blow of a 
murmur. You have had an instance of this triple 
sound in a case of chronic Bright’s disease, but 
much more frequently it is met with in mitral 
stenosis, and usually in its earlier stages. It has 
been generally ascribed to a repetition of the 
normal second sound of the heart and has been 
called “ reduplicated second sound.” You have 
observed, however, in the cases I have shown you, 
that it is inaudible at the base of the heart, and 
is heard over the left ventricle. My opinion is 
strongly that its mechanism is within the ventricle 
—that, owing to the obstruction at the mitral orifice, 
the blood, having been retained in the left auricle 
and pulmonary veins in a state of abnormal ten¬ 
sion, enters the ventricle at the commencement of 
diastole as a wave of unusual force or suddenness. 
So in some cases a dull sound is caused after the 
normal second sound of the heart, in others a short 
murmur constituting the early diastole murmur, so 
termed by Dr. Bristowe. These are the sounds 
which may indicate an obstruction between left 
auricle and ventricle. In the earlier stages this 
obstruction is constituted by a ring of vegetations 
on the auricular side of the mitral curtains; in later 
stages the flaps become welded together to form a 
conical tube (the funnel mitral), or there is a great 
thickening of the valves with fibroid, and perhaps 
calcareous, change involving the cords, columns, 
and contiguous structures, the aperture between 
auricle and ventricle having the form of a slit or 
crescent (button-hole mitral). 

In the great majority of instances the changes 
thus presented are due to rheumatism. Can we 
explain, then, why in some instances rheumatic 
endocarditis results in mitral insufficiency, and in 


others in mitral stenosis? I think that in the 
lesion which results in insufficiency the rheumatic 
endocarditis is more* intense and spread over a 
wider area ; there is an association with the more 
severe forms of rheumatism, and repeated attacks 
are most likely to be followed by it. After the 
original inflammatory storm, the curtains, cords, 
and columns undergo fibroid changes and con¬ 
tractions whereby the curtains are drawn one from 
the other, and regurgitation results. In the lesion 
of mitral stenosis the endocarditis is over a more 
limited area, it attends the slighter forms of rheu¬ 
matism or may be the only expression of the rheu¬ 
matic state, and the changes at the orifice are 
more slow. However slightly pronounced the 
endocarditis, this is usually of the rheumatic form. 
Mitral stenosis is never congenital in the sense of 
a malformation, though in rare cases it may be a 
result of congenital endocarditis. Strange to say, 
endocarditis may occur in the feetus in utero with¬ 
out the slightest sign of rheumatism or of other 
ailment in the mother, and though the valves of 
the right side are then chit fly affected, those of the 
left may be involved also. Such instances, how¬ 
ever, are very rare. Mitral stenosis has been 
observed in very few instances under the age of 
five years. I think the limited endocarditis which 
results in mitral stenosis may in some cases be 
induced by over-strain or by sudden excitements of 
the heart’s action, but in those we have lately 
observed, and such constitute the large majority, 
the lesion is in association with rheumatism. 

I now turn to further manifestations of the 
invasion of rheumatism. You have seen in the 
case of a man, aged 24, whilst the fever and the 
polyarthritis were manifested, pain and distress were 
complained of over the praecordium. A to-and-fro 
rubbing sound was heard over the heart's apex— 
the percussion-area of dulness was increased, the 
friction-sound assumed a triple rhythm, the rub 
differed much in intensity on consecutive days and 
with the recovery of the patient disappeared 
altogether. In this case there was pericarditis 
evidenced by the friction-sound caused by the 
movement of the roughened layers of the visceral 
and parietal pericardium over the ventricles. After¬ 
wards the rub had a triple character, its cause 
being (1) the auricular systole ; (2) the ventricular 
systole; (3) the ventricular diastole. Moreover, 
much fluid was effused into the pericardial sac. 
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causing an increase of the area and of the degree 
of praecordial dulness. At present, recovery seems 
to be perfect; there are no signs nor sym[ toms of 
disease. In another case, a man, aged 30, you 
observed a friction-sound over the base of the 
heart which ultimately passed away, but a systolic 
murmur of mitral regurgitation persisted. Pericar¬ 
ditis and endocarditis co-existed, and there were 
further involvements, viz., pneumonia and pleuritis 
of both sides. All these affections were, no doubt, 
in direct association with rheumatism. In a third 
case in this category, the conditions were still more 
grave, and the record serves to point many lessons 
concerning our theme. 

A boy, aged 10, is now in the wards, recovering 
from the most severe manifestations of rheumatism. 
When he came in, he suffered from pain and 
swelling of the larger joints, with the usual signs 
of rheumatic fever. lie was in a grave, if not 
critical state, with great dyspnoea and orthopnoea; 
he suffered much oppression at the praecordium, 
though for long periods he was very drowsy. There 
were abundant signs of double pleuro-pneumonia, 
and a murmur of mitral regurgitation was heard at 
the heart’s apex. Moreover, the area of praecordial 
dulness was greatly enlarged. I examined this 
case many times, but I could not come to the 
conclusion that there was much fluid effusion—the 
dulness was not of such absolute character as to 
denote fluid, which should distend the pericardium 
above the level of the third costal cartilage; but 
the whole heart was enlarged, and so continued 
during the time of the boy’s grave illness. Now, 
the conditions having greatly improved, the area of 
dulness is much less. No doubt the heart is dilated, 
and very probably the pericardium adherent, but 
the volume of the heart, as a whole, has decidedly 
diminished. Let us inquire as to what happened 
in the case of the heart of this boy. I have no 
doubt that there was some pericarditis and that 
endocarditis co existed, even though there were no 
direct signs of pericardial effusion. In the child, 
when there are evidences of severe rheumatic fever, 
it is common for both pericardium and endocardium 
to be implicated. The effusion, however, probably 
occupied only the lower part of the pericardial sac. 
It was not only the pericardium and endocardium 
that were involved, but the whole heart. The pro¬ 
ducts of inflammation were infiltrated between the 
muscular bundles, and, about the tissues surround¬ 


ing the great vessels, there was a general carditis. 

In process of time, the inflammatory products 
became absorbed, and though there results a heart 
crippled by disease of the mitral valve, and probably 
by pericardial adhesion, there is a more cheerful out¬ 
look than is usual in a child of ten, who has mani¬ 
fested such extremely severe signs of rheumatism. 

You must remember that in the child the 
symptoms in regard to the joints in rheumatism are 
often very slight. The pain and swelling may be 
trivial, and even overlooked. In some cases you 
may find pericarditis and endocarditis when there 
have been no notable joint symptoms whatever. 

The heart is more, the joints are less, vulnerable 
than in the adult. The signs and symptoms which 
should lead you to suspect rheumatism in the child 
are these :—Anaemia (other causes excluded), Ton¬ 
sillitis—always inspect the fauces of a child; if 
you see evidences of tonsillar ulceration, recent or 
remote, inquire further as to rheumatic proclivity— 
eruptions upon the skin, chiefly erythema. The 
most significant is an erythema bounded by borders 
which are circular, or of irregular bizarre shape, 
like the outlines of a map (erythema marginatum). 
Purpura and urticuria may be rheumatic manifes¬ 
tations. Subcutaneous nodules, little fibrous out¬ 
growths, over the bony prominences about the 
elbows, the extensor tendons of the hands, the 
margins of the patellae, or the crests of the ilia and 
spines of the scapula. In a child manifesting any 
of these signs, watch the heart warily, for disease 
may develop a long time after the initial signs. 

We have been able, chiefly from our recent 
experience in the wards of this Hospital, to draw 
the broad outlines of the disease which we should 
describe as rheumatism . We have seen that in the 
adult, the early periods of the disease are marked 
by an inflammation of the joints, with an intra- 
articular effusion of fluid, which tends to become 
absorbed, and to leave, after recovery, the structures 
around the joints in their normal state. The 
endocardium, the pericardium, the pleura, and the 
lung*tissue, however, may be involved in the 
morbid process. In the child, the heart and 
pericardium tend to be involved with exceptional 
severity, and the inflammation of the joints is 
generally much less. 

The course of the morbid process in rheumatism 
is long drawn out. We often observe relapses, 
which the whole course of the phenomena seerxx^ 
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to be repeated. I am not quite sure that we should 
speak of these as “ relapses/' They are recurring 
waves, so to speak, of the disease. Long after 
there is an apparent restoration to health—long 
after our patients are discharged from the Hospital— 
a slow series of changes may be going on in the 
valves of the heart, and contiguous structures, and 
there may be, again and again, slight manifestations 
in the joints, and elsewhere of the rheumatic 
process. Sometimes we may recognize these, and 
call them “subacute rheumatism.” Often they are 
unnoticed and unknown. 


A CLINICAL LECTURE 


SOME FACTS CONCERNING JOINT 
DISEASE AND A 
CASE OF SENILE GANGRENE. 


Deliveied at the Centml Ix>ndon Sick Asylum, Cleveland 
Street, in connection with the London Post-graduate 
Course, 

By T. HOLMES, F.R.C.S., 

Consulting Surgeon to St. George’s Hospital. 

Gentlemen, —The first patient I am showing you 
is a case of cured Hip Disease. The history 
of the case is as follows :—He was admitted to 
this institution on December ist, 1891, suffering 
from phthisis. That point, however, we will speak 
of in connection with the next case. His father 
died, aet. 39, in Brompton Hospital, and one brother 
is said to have died as the result of phthisis. He 
had disease of the left hip joint when seven years of 
age, and attended as an out-patient at a hospital 
for nine months. During this time he wore gutta¬ 
percha splints, and, presumably, went about in the 
ordinary way. It is not surprising, therefore, to 
hear that an abscess formed during this time. He 
was then admitted into another hospital as an in¬ 
patient. There he remained for eighteen months, 
during twelve of which extension was applied. On 
leaving the hospital he wore a splint, and walked 
with a crutch. He continued to wear the splint 
for eight months, but did not discard the use of the 
crutch for another four months. Since that time 
he has needed no artificial assistance in walking. 


We will now look at the patient, and examine the 
present condition of the hip joint. Firstly, you will 
notice that it is fixed—absolutely fixed. This 
fixation being due to anchylosis, probably bony. 
You can feel also, passing from the crest of the 
ilium to the trochanter, strong fibrous bands which 
further help to maintain the rigidity of the joint. 
There is some eversion and some shortening (half 
an inch) of the limb. At the upper part of the 
femur there is apparent broadening, due chiefly to 
the projection backwards of the great trochanter. 

In commenting on this case I should commence 
by stating why I consider this man cured. My 
reason is that one of the terminations of these cases 
is cure by true anchylosis, such as is found present 
in this case; and I want to impress on you how 
much better this natural cure is than any artificial 
cure brought about by operation. It is an instruc¬ 
tive case, as we have the results of his treatment, 
first as an out-patient, when he was allowed to 
get about with no other support than a gutta¬ 
percha splint; secondly, as an in-patient, when 
he was treated by prolonged rest in bed, with 
extension of the limb. So soon as a case is diag¬ 
nosed to be one of disease of the hip joint, or 
even so soon as there is a suspicion that such 
disease exists, the little patient should be put to bed 
at once, and have extension applied to the limb on 
the affected side, while, if he is very restless, the 
sound limb should also be fixed. No half-measure 
can be of any use at the early stage if we wish to 
avoid an abscess forming. Parents will be anxious 
about the child’s general health, and there are 
many who believe that long confinement in bed 
will, temporarily, if not permanently, injure it. 
Such is not my experience. The anticipated 
injury can be avoided by care as to the child's 
surroundings. Plenty of fresh air, suitable diet, 
and such drug treatment as will best act on his 
constitutional condition will prevent it. Children 
bear confinement to bed under these circumstances 
marvellously well. In the first place, the con¬ 
stant extension, if carefully and skilfully applied, 
prevents the painful spasms which would wake 
the patient up just as he dropped asleep; and 
with sound sleep good appetite and digestion re¬ 
turn. Then the bowels should be regulated ; a 
liberal diet, consisting of milk and farinaceous food, 
but not excluding meat, should be given, and if 
the child is emaciated cod-liver oil or the syrup of 
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iodide of iron should be prescribed. I have seen 
children improve marvellously in their general 
health under these circumstances. I do not say 
that in no case thus treated will an abscess form ; 
but I do say this treatment will very materially 
diminish the risk. There are some cases, no doubt, 
in which acute disease attacks the joint, and runs 
very rapidly on to suppuration. This patient might 
have had an abscess form even with proper rest, 
but such treatment as he underwent as an out¬ 
patient could never have prevented it. On ad¬ 
mission to the other hospital, judging from the 
scar here, the abscess was opened by incision. 
This was good treatment. He was then kept in 
bed, with the limb extended, for twelve months. 
This was also good treatment, as evinced by the 
result obtained. The continuance of the use of 
a splint, was also, in my opinion, good treatment; 
the whole tending to keep the parts at rest until 
the bony anchylosis had taken place. 

How long should rest with extension be con¬ 
tinued ? This is by no means an easy question to 
answer, as much will depend on the peculiarities of 
each case, but I would urge you rather to prolong 
treatment too much than to leave it off prema¬ 
turely. In a child one might say that the treat¬ 
ment should be continued so long as there was 
any pain on passive motion of the joint, and for 
about three months afterwards. In this case it 
was prolonged for a considerable period; but are 
not the results obtained worth it? There is 
certainly some displacement of the limb, but no 
dislocation, and hardly any shortening. The joint 
is firmly anchylosed, and also fixed by fibrous 
bands. 

As a rule, the results obtained by natural cure 
are much better than those obtained by excision. 
This case is, of -course, no fair instance, for here 
the disease was arrested early by judicious treat¬ 
ment ; but even after dislocation and much 
shortening the limb is far sounder and stronger 
that it ever is after the most successful excision. 
I often refer to the case of an intimate friend of 
my own, who was under Sir B. Brodie’s care for 
hip disease, and recovered with dislocation and 
considerable shortening; yet he was in his day an 
excellent Alpine climber, good uphill, and much 
better downhill, and able to do ten or twelve hours’ 
work with much less fatigue than many persons 
who had been perfectly healthy all their lives. 


I do not wish to decry the operation of excision. 
I practised it very freely at one period of my sur¬ 
gical career, and obtained remarkably good results 
in some cases. But I have no doubt (and I think 
the report by several surgeons, of whom I was one, 
in the “ Clin. Trans.” vol. xiv., proves satisfactorily) 
that the natural cure gives a better and stronger 
limb than that after excision. I do not speak of 
the risk to life in the latter operation, though 
whatever some surgeons have said, for my own 
part I do not regard excision as anything other 
than a grave operation. 

Mr. Howse has recently advocated the amputa¬ 
tion of the limb just above the knee joint, as it 
produces less shock; and the disease will some¬ 
times subside after this operation. 

As to this proposal, it is probably an appropriate 
preliminary in the total removal of the limb, as the 


remains of the femur can be shelled out afterwards 
from an incision down the outer side of the thigh, 
but there is little proof as yet that it has any cura¬ 
tive value; and there is some risk that it might be 
used in cases which would have resulted in natural 
cure. 

To sum up what we learn from this case :— 

(1) Order rest and extension at once on diagnos¬ 
ing hip joint disease ; taking care that the patient’s 
health is improved by fresh air, suitable food, and 
appropriate drugs. 

(2) When the disease has gone on to suppura¬ 
tion, let out the pus, wash the abscess out fre¬ 
quently, and continue the rest and extension in the 
hope of producing a natural cure. 

(3) Remember that if this were always done, 
such a case as this of natural cure would be the 
rule rather than the exception. 

Case 2.—This man, aet. 60, was admitted here 
on May 9th, 1891, with the left sterno-clavicular 
joint in its present condition and pain in the right 
inguinal region. He has been an engineer, soldier, 
and clerk. He never had syphilis. When in India 
and China he had ague and dysentery. In 1858, 
three years after he had ceased to handle lead much 
as an engineer, he had paralysis of the extensors of 
the left forearm. In 1864, he had delirium tremens . 

In 1889, he came to this infirmary with an abscess 
in the left sterno-clavicular joint. This was opened , 
the sinus being slit up and the joint scraped. 

When re-admitted in May, 1891, there was pa-xx-k 
on pressure both above and beiovv Poupart’s 1 *^^- 
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ment on the right side. The popliteal and inguinal 
glands on that side were enlarged. There was ful¬ 
ness and muscular tension in the right iliac fossa, 
and fluctuation in the upper part of Scarpa’s tri¬ 
angle. The fluctuating swelling increased in size. 

On August 24th, 1891, it was tapped, and serous 
fluid withdrawn. 

On September 10th, pus was withdrawn by a 
hypodermic needle. On the 20th, however, only 
serous fluid was obtained. 

The fluctuating swelling then entirely disap¬ 
peared, and the parts became quiescent. Some 
pain, stiffness, and fulness above Poupart’s liga¬ 
ment, with enlargement of the glands, however, 
remained. 

On June 23rd, 1892, there was pain in left in¬ 
guinal region and hip, and the inguinal glands 
became large and tender. By August 20th these 
signs had greatly diminished. On September 20th, 
it was noted that the patient had complained of 
pain in the right hip for five days. On examina¬ 
tion the joint was found to be swollen, and there 
was tenderness all round it. There was increased 
fulness in the lower part of the iliac region, and 
pain was complained of in the hip joint on striking 
the foot. 

If you examine the case now, you will find the 
right hip joint swollen and stiff. Pain is elicited 
by passive motion. You will also find fulness in 
the right iliac fossa. Theie is an opening leading 
to the left sterno-clavicular joint, which discharges 
a small quantity of pus. 

This parent is an example of a constitution 
broken down by hardship and excess, as our last 
was one of a constitution weakened by phthisical 
tendency. In my young days Morbus Coxae was 
regarded as absolutely the result of the patient’s 
tuberculous tendency. We know now that though 
such is frequently, it is by no means always, the 
case. Anything which tends to break down health 
may be regarded as a predisposing cause of hip 
disease, which is generally induced immediately by 
some injury. I am going to discuss this case 
rather from a diagnostic point of view. You have 
heard his history, now examine the case for your¬ 
selves. In the right iliac fossa you can feel, on 
pressure, a distinct fluctuating swelling. I should 
not pronounce a definite diagnosis without examin¬ 
ing him under an anaesthetic. At the same time 
the symptoms are very suggestive of hip disease. 


There is pain in striking the foot, pain and stiffness 
in the movements of the joint, tenderness all round 
the hip, and occasional enlargement, first of one 
set of glands, then of another; with no symptom 
of disease of the spine. 

It is interesting to note what a different course 
hip disease will run in a child and in an adult. In 
the former, it is accompanied by fever and general 
constitutional disturbance, in the latter, it is, often, 
chiefly a local trouble. 

To render the diagnosis complete, the patient 
should be examined under an anaesthetic. If hip 
disease were found to be present by grating on 
movement, I should lay open this swelling, and 
wash it out with a suitable antiseptic fluid. If there 
were no definite signs of hip disease, I should 
insert a needle and, if pus were found, adopt the 
same treatment. 

This patient presents another interesting feature, 
disease of the sterno-clavicular joint. This is a 
rare condition, and its rarity i>, I believe, due to 
the very limited movement the joint possesses. It 
is a particularly interesting case to me, as we are 
told that the joint was scraped. For many of the 
years I was following surgical practice this operation 
would have been avoided. In fact, it only came 
into vogue shortly before I gave up work. I believe 
the reason of joint scraping not being practised 
before, was because the knee joint was taken as 
the type ; and before antiseptic surgery became an 
accomplished fact, any surgical interference with 
this joint was a dangerous proceeding. Now, 
however, “erasion ” is practised on even so large a 
joint as the knee with tolerable impunity—whether 
with permanent success in any large proportion of 
cases I am not aware—the few I have myself seen 
or practised have not been decisive. But in such 
a joint as that between the clavicle and sternum 
it is no doubt a proper proceeding; and I think 
in the instance before us it gives some promise of 
ultimate success, though it has not yet perfectly 
succeeded. There remains a small sinus, from 
which, very likely, a little scale of bone will 
exfoliate. 

Case 3.—This man, aet. 65, was admitted on 
August 3rd, 1892, with a fluctuating swelling on 
the inner side of the right knee. 

He is a newsvendor; has always enjoyed good 
health, has never had syphilis, and has always 

been abstemious:^ Six years ago he was treated 
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for a fracture into the left knee joint, and recovered 
from this trouble in course of time. He has no 
recollection of ever sustaining any injury to the 
right knee joint. He has lived in the workhouse 
ever since the accident. 

About May, 1892, he noticed a swelling on the 
inner side of his right knee; it soon became 
painful. As it was getting worse, he applied to 
the Workhouse Medical Officer, who sent him here. 
On admission, a fluctuating swelling confined to 
the inner tuberosity of the right tibia was found. 
There was apparently one particularly tender spot 
in the middle of the swelling. Movements of the 
joint caused pain, flexion causing more pain than 
extension. Complete extension was not possible. 
Small veins over the swelling were enlarged. 

Measurements:— 

R. L. 

At level of lower edge of patella i2| in. n j- in. 
„ middle „ 13-J- „ 13^ „ 

On August 15th, it was found that the measure¬ 
ment at lower edge of patella, on the right side, 
had increased to 13I inches, and that there was 
fluctuation over the articulation. 

On August 20th, the effusion into the joint had 
disappeared. On September 5th, a loose body was 
felt in the fluctuating swelling. This slipped in 
and out of the swelling when the joint was moved. 
It was made to appear several times on subsequent 
occasions. On September 29th, the swelling had 
became inflamed and oedematous. It was found 
to extend upwards behind the knee joint, and 
downwards behind the tibia. 

On September 30th, it was incised, and a gru- 
mous fluid containing pus and coagula evacuated. 
On November 17th, an incision was made over the 
tender spot; through this a probe was passed its 
full length, upwards, and behind the lower end of 
the femur ; immediately beneath the incision, caries 
of the inner tuberosity of the tibia was detected. 

The chief interest in this case lies in three 
points :— 

(1) The probable cause of the disease in the bone. 
This was most likely some unobserved injury at 
the time of the accident. 

(2) The “loose body” This could hardly be 
anything else than a piece of cellular tissue, loose 
or floating, attached by some filament to the parts 
around the “ core ” of the phlegmonous swelling. 

(3) The effusion which was noted in the joint, 


but afterwards disappeared ’ This fact connects 
the case with No. 2 as showing a state of things, 
which I believe frequently occurs, in which destruc¬ 
tive arthritis originates in the parts external to the 
synovial membrane. In this case it was in the 
head of the tibia and in the cellular tissue around it 
that the mischief began. Hence we see the neces¬ 
sity of evacuating the pus at an early stage, so as 
to prevent the abscess bursting into the joint. It 
is even better to incise before pus is formed, and 
let out the effused fluid, as it relieves the tension of 
the part. I believe that nothing is more curative 
of this inflammatory effusion than early incision. 

All this is the reverse of what we were taught when 
I was young. Abscesses in the neighbourhood of 
joints, and psoas abscesses were then, by most 
surgeons, allowed to burst of themselves. Whether 
this practice was right in pre-antiseptic days or no, 

I am sure it is wrong now. As soon as you 
can make yourself sure of the existence of an 
abscess, lay it freely open, keep it well washed out, 
and ensure perfect rest. The nearer the abscess is 
to a large joint, the more necessary is this prompti¬ 
tude. 

Case 4.—This man, set. 70, was admitted January 
1 ith, 1890, for gangrene. He was by occupation a 
gardener. He has always been abstemious, has 
never had syphilis. Once had erysipelas, but never 
any other complaint till the present trouble began. 

In August, 1889, without any previous pain, he 
was suddenly seized with pain in the right big toe, 
and a small sore formed on its inner side. Gan¬ 
grene spread from this until it involved all the 
toes. He laid up in the workhouse until the time 
of his admission here. 

On admission, all the toes and the front part of 
the foot were gangrenous, being black and dry. 

The living tissues beyond, for two or three inches, 
were purple and inflamed. There was a great deal 
of pain. 

The patient was delirious, and had low asthenic 
fever. The heart’s action was weak and inter¬ 
mittent. No albuminuria or sugar. 

In July the gangrene came away, leaving the end 
of the first metatarsal bone projecting. 

On August 7th there was an attack of erysipelas 
in the stump. 

On August 23rd the foot was amputated 
ankle joint by the operation known as Syme^ 
amputation; catgut ligatures being used- 
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wound quickly healed, but subsequently a small 
fistulous opening formed, which closed after some 
months. 

The stump remained very tender on the inner 
side for a long time, pressure over the end of the 
posterior tibiai nerve especially causing pain. 

Patient is fat, and his mental condition is now 
normal. The heart’s action is occasionally inter¬ 
mittent. No degeneration of arteries can be made 
out, but the arteries cannot be felt very well, from 
the amount of fat covering them. The right leg is 
colder than the other, and capillary circulation very 
languid. There is often pain in the left big toe, in 
which circulation is feeble. 

We will first consider the question of the senile 
gangrene. To my mind it is almost certain that 
the cause in this case was degeneration of the small 
arteries causing a stoppage of the capillary circula¬ 
tion more or less complete. When amputation is 
indicated in such cases Mr. Jonathan Hutchinson 
has demonstrated that it is better to amputate above 
the knee. Mr. Hutchinson says “ amputation near 
to the gangrenous part should always be avoided 
unless indeed when after repair has considerably 
advanced there is proof of well restored circulation.” 
So much for the question of amputation in ordinary 
cases of senile gangrene ; though, perhaps, I ought 
to say that in my opinion the operation is not 
very often admissible. Amputation should not 
be performed except when there is very much pain ; 
the spread of the gangrene is slow and the general 
health of the patient is good. Mr. Hutchinson’s 
reason for advocating amputation above the knee 
joint is on account of the condition of the arteries ; 
for in these cases the disease in the smaller vessels 
is apt to be more advanced than in the trunk- 
arteries, so that the vessels in the neighbourhood of 
the gangrenous part are, as a general rule, incapable 
of nourishing the flaps sufficiently to produce their 
union. In this particular case, however, the 
Syme’s amputation was not performed on account 
of the gangrene, which had practically ceased, but 
on account of the subsequent erysipelas; and it is 
most interesting to note that the condition which is 
dreaded in all cases of Syme’s amputation, namely, 
sloughing of the posterior flap, did not occur in this 
case : a fact which is in my opinion to be attributed 
to the comfort and attention he has received. It is, 
however, still an arguable point whether it would 
not have been better at first to amputate above the 


knee. The man has never had to shift for himself, 
or to leave the comfortable warm ward in which he 
has been nursed so well and so long. Still the 
stump is cold, half nourished and painful, and I 
doubt whether he could go about on it long, 
without its ulcerating or sloughing. But the case is a 
very interesting one, as showing how much the care, 
the good nursing, and the good surgery which these 
poor fellows now get in our infirmaries, will do to 
ensure recovery in circumstances that in days not 
so long since would have been hopeless. 


A CLINICAL LECTURE 

ON 

RETROVERSION OF THE GRAVID 
UTERUS. 

Delivered at St. Thomas’s Hospital, 

By C.J. CULLINGWORTH, M.D., F.R.C.P., 

Obstetric Physician to the Hospital. 

Examiner in Obstetric Medicine at the University of 
London and at the Royal College of Physicians. 


Of all the complications of pregnancy there is 
none with regard to which mistakes are more fre¬ 
quently made in practice, none in which the true 
nature of the case is more apt to be overlooked 
than Retroversion of the Uterus. I am therefore 
particularly pleased when you have an opportunity 
of seeing a case in the ward. It is one thing to 
read of the clinical features of an affection of this 
kind; it is quite another thing to be brought into 
contact with an actual case, and to have the signs 
and symptoms demonstrated on the living subject. 
The impression left on the mind in the former case 
tends to be shadowy and transient; in the latter it 
is vivid and abiding, ready to be called up again 
the moment a similar case presents itself in after 
life. 

Retroversion of the Gravid Uterus usually gives 
rise to no symptoms until the third, or beginning 
of the fourth month of gestation. The usual course 
of events is for the patient to present herself about 
this period, complaining that she is much larger than 
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she has been accustomed to be at this early stage of 
pregnancy; that she is in greatand continuous pain-; 
and that she can only pass a fe\v drops of urine at 
a time. On external examination the abdomen is 
found to be enlarged to a degree more consistent 
with a pregnancy of six or seven months than with 
one of three or four; the swelling is dull on per¬ 
cussion, is tender to the touch, and gives a distinct 
fluid thrill. Vaginal examination shows the cervix 
uteri pushed upwards and forwards, so as to lie 
high up behind the upper part of the symphysis 
pubis, and to give the impression of being squeezed 
against it. The whole of the vaginal roof behind 
the cervix is depressed by a more or less globular 
swelling, of soft but unequal consistence, which 
appears to occupy and completely fill the pelvic 
cavity, flattening the cervix uteri against the pubic 
symphysis in front, and bulging backwards into the 
rectum so as almost to obliterate the canal. 

Let us now, before inquiring into the significance 
of these signs and symptoms, see how far the pic¬ 
ture that I have endeavoured to draw is true to life, 
how far it corresponds with the facts of an actual 
case. 

Elizabeth B-, aged 41, the wife of a labourer, 

was admitted on the 10th of August, and gave the 
following history :—She has borne seven children 
at full term, and has miscarried twice. It is up* 
wards of three months since she menstruated nor¬ 
mally ; a slight sanguineous discharge has, however, 
occurred occasionally at regular intervals. Nearly 
a fortnight ago she felt a “ great straining” in the 
vagina, which sensation has gradually increased. 

On the 2nd of August the urme dribbled during 
the whole day ; on the 4th it was passed voluntarily ; 
on the evening of the 8tn she found herself scarcely 
able to pass any, though tne desire was urgent, 
and repeated efforts were made; and on the 9th 
she noticed some abdominal enlargement which led 
her to consult a medical man. She was examined, 
prescribed for, and told to apply to a hospital; a 
catheter was not used. 

On the 10th, the day of her admission, the 
abdominal enlargement had increased; she had 
passed a quiet night, and had twice been able to 
pass a little urine. 

A smooth, oval, fluctuating tumour was found in 
the middle line, immediately above the pubes, dull 
on percussion, and measuring six and a quarter 
Inches long by five inches wide. The posterior 


part of the vaginal roof was depressed by a smooth 
elastic tumour pressure^uflqa ,vhich caused a little 
urine to flow from the urethra. The posterior lip 
of the os uteri felt soft, flaccid, and swollen, and 
projected downwards into the vagina, so as to give 
at first the impression that it was a pendulous 
morbid growth. The anterior lip was hard and 
fixed, and from it rigid converging folds passed 
upwards into the funnel-shaped cervix. 

By means of a gum elastic male catheter, 45 fl. 
oz. of clear urine were withdrawn. The abdominal 
tumour entirely disappeared. The uterus, now dis¬ 
tinctly felt to be retroflexed, was gently replaced by 
the fingers, and a Hodge’s pessary was introduced 
to retain it in position. After the replacement, the 
os and cervix were found to have assumed their 
normal condition. The patient was able to dis¬ 
pense with the further use of the catheter ; during 
the next twenty-four hours she passed urine three 
times voluntarily. She had no pain or discomfort. 

On the 16th she miscarried. 

Tnis was a fairly typical case of the affection we 
are now considering. The patient became pregnant 
for the tenth time, and went on as usual, except for a 
slight occasional loss of blood indicating a threat¬ 
ened abortion, until the third month had just 
passed. She then began to have functional dis¬ 
turbance of the bladder. One day the urine was 
almost continually dribbling away. For the next 
two or three days she was able to empty the bladder 
as usual. Then she found herself almost unable to 
pass any urine at all, though the desire was urgent. 

Finally she noticed that her abdomen was very 
large, and taking alarm, she consulted her doctor, 
who, failing to recognize the cause of the enlarge¬ 
ment, prescribed some medicine to relieve her, and 
advised her to come up to the hospital. At the 
time she presented herself the bladder was dis¬ 
tended, and as she was only able to pass a few 
drops of urine at a time ; the distension remained 
practically unrelieved until a catheter was passed, 
when 45 fl. oz. of urine were removed, and the 
abnormal swelling disappeared. Tne displacement 
of the uterus was easily reduced, and there was no 
further trouble with the bladder. 

The patient, however, who had had two mis¬ 
carriages previously, and had already had som.es 
signs of impending abortion during the present, 
pregnancy, miscarried six days after her admission- 
It is very doubtful whether the condition for vr^ vC ^ 
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she was admitted, or the very gentle manipulations 
which were necessary in order to rectify the posi 
tion of the uterus, played any part in bringing 
about the miscarriage in this instance. Never¬ 
theless, it does happen in a certain number of 
cases that abortion follows the replacement, and 
this is especially apt to be the case where the 
manipulations require to be long-continued and 
somewhat forcible. 

It is now time to inquire how these bladder 
troubles are produced. The explanation is simple. 
A patient with a backward displacement of the 
uterus, retroversion, or, as in the case here 
narrated, retroflexion, becomes pregnant. The 
growing uterus becomes too large, towards the end 
of the third or the beginning of the fourth month, 
to be imprisoned in the cavity of the pelvis with 
impunity. Then one of two things must happen. 
Either the uterus must escape from the pelvis into 
the abdominal cavity, of its own accord, so to 
speak, which sometimes happens, or it begins to 
exercise injurious pressure on surrounding parts, 
the bladder being generally the first of these parts 
to suffer. Partly owing to the distortion of the 
urethra from dragging upwards of the anterior 
vaginal wall, and partly owing to direct pressure 
upon the urethra and lower part of the bladder by 
the cervix which is being pushed forwards by the 
enlarging body of the uterus, checked in its 
advance posteriorly by the bony wall of the pelvis, 
the functions of the bladder are seriously inter¬ 
fered with. At first, the interference may be' 
somewhat fitful, as in the case before us, but in a 
few days, at the most, there is complete inability to 
empty the bladder. Distension takes place, and is 
only prevented from going on to rupture either by 
the frequent escape of a few drops of urine, after 
much straining, or by continuous and involuntary 
dribbling. When matters have arrived at this 
stage the situation is urgent, and unless some 
more effectual means of relief be afforded than 
the administration of a dose of medicine, the 
consequences are disastrous. 

Obviously the first thing to be done is to pass a 
catheter and relieve the distended bladder. This 
is not always an easy operation. Not only is the 
urethra compressed, distorted, and elongated, but 
the pressure often involves the lower part of the 
bladder as well, so that the retained urine is lying 
in the upper portion of the organ; and, in order to 


reach it and draw it off, the catheter must be passed 
up for a distance of several inches. I have known 
instances where, from the want of a knowledge of 
this fact, the attempt to draw off the contents of 
the bladder has been abandoned, and the patient 
left in misery, under the impression that the bladder 
had been reached and was empty, and that the 
swelling was not due to a full bladder after all. 

Having relieved the more urgent symptoms by 
the use of the catheter, what are we to do with the 
displaced uterus ? An attempt should be made by 
means of two fingers in the vagina to push the body 
of the uterus out of the pelvis. If it yield easily, 
and without the exercise of any great amount of 
force, well and good. If not, either try again with 
the patient in the genu-pectoral position, or let 
her rest for a few hours. At the end of that time 
we sometimes find that the uterus has risen out 
of the pelvis spontaneously. If it has not, an 
anaesthetic should be administered, and reduction 
again attempted by means of the fingers in the 
vagina. Should it not yield, the cervix may be 
pushed downwards and backwards by the fingers 
of the other hand passed round the top of the pubic 
symphysis, or, the anterior lip of the os uteri may 
be grasped by a volsella, and gentle downward 
traction made on the cervix while the body is being 
pressed upwards. This manoeuvre often succeeds* 
but I am disposed to regard it as involving some 
risk to the attachments of the ovum, and therefore 
as likely to increase the risk of abortion. On this 
account I only have recourse to it in cases of 
exceptional difficulty. 

If the attempt to reduce the displacement again 
fails, the patient should be kept in bed, the bladder 
being emptied every eight hours by the catheter. 
At the end of twelve or sixteen hours, when the 
hypergemia and oedema have had time to diminish 
under the influence of the recumbent posture and 
the absence of straining efforts, a further attem pt 
should be made to rectify the position of the uterus. 
This time success is almost certain. Should the 
uterus, however, still prove unyielding, there is no 
reason to despair. Recourse must now be had to 
the fcrce of sustained elastic pressure, a principle 
of treatment that has been found so wonderfully 
effective in chronic inversion of the uterus, as to 
have rendered unnecessary and obsolete, even in 
cases of long standing, amputation of the inverted 

organ. In retroversion, the method of applying 
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this sustained elastic pressure is by passing into 
the vagina the largest sized hydrostatic dilator, or 
other similar elastic bag, and distending it by air 
or water, and leaving it in situ for some hours. 
The gentle continuous pressure wearies the rebel¬ 
lious muscles, and the uterus almost invariably 
yields. 

Having reduced the displacement, we must 
introduce a Hodge’s pessary, and let it be worn for 
a month. 

With regard to diagnosis, the most frequent 
mistake made is to suppose that the patient has 
made an error in her calculation, and that she is at 
or near her full term and in actual labour. I will 
give you an instance of this presently. A more 
excusable mistake is to regard the case as a retro¬ 
uterine haematocele, due to a ruptured tubal 
gestation. In this case, just as in retroversion of 
the gravid uterus, we have a history of missed men¬ 
struation, and other signs of pregnancy, and we 
may also have retention of urine from pressure, 
but in haematocele there will almost invariably be 
a history of sudden onset of severe symptoms, and 
the uterus will be felt on careful examination, after 
the bladder has been emptied, lying immediately 
beneath the anterior abdominal wall just above the 
pubes. The introduction of the uterine sound 
would, of course, settle the matter, but that is 
precluded by the probability of pregnancy, until 
we have made ourselves fairly certain, by the 
bimanual method of examination, that the mass in 
the pelvis is not the retroverted uterus. Other 
conditions that are liable to be confounded with 
retroversion of the gravid uterus, are tumours of 
the ovary situated behind the uterus, fibroid tumours 
growing from the posterior wall of the uterus, an 
extra-uterine gestation cyst in Douglas’s pouch, 
and, indeed, any swelling that may occur behind 
the uterus, pushing the uterus forward, and causing 
retention of urine. In almost all these cases, 
however, the swellings, coming from above, press 
the uterus downwards as well as forwards, so that 
instead of finding the os and cervix high up behind, 
or even quite above the symphysis pubis, we find 
it lower than normal. Even when the retroversion 
is complicated with flexion of the cervix on the 
body, and the os is therefore pointing downwards, 
instead of directly forwards, or forwards and slightly 
upwards, the presence of the retroversion causes 
the cervix to be dragged up, behind the pubes, $o 


that the mere direction of the cervical canal ought 
not to mislead. 

The cause of retroversion of the gravid uterus 
is almost invariably the occurrence of pregnancy 
in an already displaced uterus. There is reason 
to believe that, when this occurs, spontaneous 
rectification often takes place. But we must not 
reckon on this. If a patient whom we know to 
have a retroversion not ordinarily requiring treat¬ 
ment, becomes pregnant, we ought to rectify the 
displacement in the second month, and let her 
wear a Hodge’s pessary until the end of the fourth 
month, when the danger of incarceration has 
passed. Occasionally, however, retroversion of 
the gravid uterus is the result, not of a previously 
existing displacement, but of a strain. In this 
case, the retroversion may be partial only. I saw 
an instance of incomplete retroversion not long 
ago in a woman who had received a sudden strain 
from the collapse of a chair on which she was 
seated at a place of entertainment. 

Of the termination of retroversion of the gravid 
uterus, I have already mentioned two, viz., spon¬ 
taneous replacement and reduction by surgical 
manipulation. Another not unfrequent termina¬ 
tion is by the occurrence of abortion. If unre¬ 
lieved in one of these ways, death may result from 
blood-poisoning, or, rarely, from rupture of the 
bladder. But apart from actual rupture, the 
bladder, in neglected cases, becomes seriously dis¬ 
eased. Haemorrhage may take place into it, or its 
mucous membrane may become inflamed, and even 
slough. The following is an instance. 

A woman, 30 years of age, was admitted under my 
care at St. Mary’s Hospital, Manchester, in February, 
1875, having been sent in by a surgeon, who sup¬ 
posed her to be in labour. She had missed three 
menstrual periods. For five weeks her abdomen 
had been unusually large, and she had been per¬ 
petually harassed by a desire to pass urine, though 
only a few drops came at a time. Three days 
before her admission she began to pass bloody 
urine, and had continued to do so ever since. On 
admission she was in great pain; her tongue was 
dry and brown, her thirst intense, her pulse small, 
weak, and rapid. The abdominal distension 
reached to the ensiform cartilage. Bloody urine 
was dribbling from the urethra. There was a 
large protrusion of piles. The vulva and vagi** aL 
were inflamed and tender. A smooth, round^A 
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tumour was felt between the rectum and vagina. 
A catheter was passed, and 124 fl. oz. of very 
bloody urine were withdrawn, the flow lasting an 
hour and three minutes. On the fourth day the 
uterus was found to have regained its normal 
position. The patient was very ill for some days. 
The haemorrhage into the bladder continued, and 
she had very severe cystitis. The catheter was 
required more or less continuously for three weeks. 
Eventually, however, she made a good recovery, 
and at the end of a month she left the hospital 
well. This case is one of exceptional interest, as 
showing the enormous amount of distension the 
bladder will sometimes endure. 


SOME CLINICAL REMARKS 

ON 

A CASE OF ULCERATING LUPUS 
IN A STRUMOUS SUBJECT. 

Made in the Out-Patient Department of University College 
Hospital, 

By H. RADCLIFFE CROCKER, M.D., F.R.C.P. 


Gentlemen, —I will stop for a few moments to 
consider the case of this man, 20 years of age. In 
the first place, we will make inquiry as to the nature 
of the disease with which the patient is tro ubled ; 
and in the second place, we will inquire as to the 
constitutional condition of the patient whom the 
disease has attacked. 

On looking at him, it is at once obvious that 
there is a destructive process going on in his nose; 
the left nostril is entirely destroyed, the columella 
is almost gone, and the right nostril is far advanced 
in ulceration. Exuberant pus-secreting granulations 
cover the raw surface, the edges are raised and 
rounded; but with the exception of some inflam¬ 
matory redness immediately beyond the border of 
the ulcer, the rest of the soft parts and the bones 
of the nose are unaffected. Now, ulceration due 
to disease should always suggest to your minds 
three affections—lupus vulgaris, scrofuloderma, and 
syphilis. The age and general appearance of the 
patient, and the other lesions usually present, will 
usually be sufficient to differentiate the first two 
diseases from the third; and if these are not 
sufficient, the answer to the question, “ How long 


has the ulceration been present ? ” will usually be 
decisive ; for syphilis in its tertiary stage will often 
do as much damage in a few weeks as it would 
take lupus months, or even years, to do. Moreover, 
syphilis is very likely to attack the bones of the 
nose, while lupus never does, though the cartilages 
are often lost by the destruction of the soft parts 
round them. The ulceration in this case has been 
going on for six months, and the destruction is 
less than we should expect that syphilis would 
effect in the same time, and the bones are intact. 
Apart from other evidence, therefore, the presump¬ 
tion would be against syphilis, though it could not 
be altogether excluded without other evidence. 

This evidence, however, is forthcoming in this 
patient. His parentage will not help us one way 
or the other, but he tells us that the disease as a 
whole has been going on for several years, and 
there is now a large flat scar occupying the right 
side of the orbit and cheek with a small, brownish- 
red, semi-translucent nodule embedded in its lower 
border, which, as we shall presently see, is cha¬ 
racteristic of Lupus Vulgaris. Beneath the chin 
is a patch, 2 inches long and f inch broad, of 
suppurating scabbed dermatitis, situated over a 
firm lump which, from its position, is evidently an 
enlarged lymphatic gland, probably in a state 
of caseation. There are other glands enlarged, 
his features are of clumsy mould, and from 
all these objective signs alone we should have 
no difficulty in concluding that he is what is 
clinically designated “strumous.” Here let me 
explain that while Lupus Vulgaris and Scrofulo¬ 
derma are different manifestations of the effects of 
tubercle bacilli on the skin, Lupus Vulgaris is 
characterized by new growth in the form of semi- 
translucent brownish-red papules, enlarging and 
coalescing into nodules and patches which spread 
in the skin, and may either ulcerate or atrophy, 
and produce scars on the inner portion, while new 
lesions are forming at the periphery. Frequently 
it is the only manifestation, apart from the family 
history, of the presence of tubercle bacilli. With 
Scrofuloderma it is different, comprehending 
various forms of suppurative dermatitis; wuhout 
new growth, it is almost invariably in association 
with other manifestations, such as enlarged caocating 
and suppurating glands, keratitis, past or present, 
blepharo-adenitis, rhinorrhoet or otorrhcea, join: 

or bone disease, and probably the characteristic 
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physique. The combination of the symptoms 
making up the so called struma. Now while these 
two tubercular processes in the skin—Lupus Vul¬ 
garis, and Scrofuloderma—may exist separately, 
they may also be combined in various proportions, 
and the neoplastic or the destructive process 
predominates accordingly. In the present case, 
which comes of a phthisical stock, the strumous 
manifestations predominate, and therefore ulcera¬ 
tion and destruction are the most striking features, 
and this patient illustrates well, therefore, the 
special features of Lupus occurring in a notably 
strumous patient. 

The ulceration which so readily occurs is, I 
believe, not due to any special feature in the lupus 
growth, but to the fact that pus-cocci find the 
tissues of strumous patients especially favourable 
for their development and multiplication. Con¬ 
sequently in these affected areas both the tuber¬ 
cular and these other organisms combine their efforts 
together, and ulceration takes place more readily. 
There is another manifestation, not present in this 
case, of so-called lupus occurring in strumous 
subjects, and that is the tendency to papillary 
overgrowth. This occurs in two forms, to which 
the names Lupus Papillomatosus and Lupus 
Verrucosus are given. Of the two, the first is 
the most common. It occurs on the limbs; varies 
in size from a crown to the size of the palm of a 
hand; is soft, not being crusted over with the hard, 
horny covering of the second form of papillary 
overgrowth. The second form takes its name from 
the resemblance it presents to a wart. It occurs 
chiefly on the knuckles of the hand. It is in¬ 
teresting to note that Unna regards this form of 
Lupus Verrucosus as not only anatomically but 
clinically identical with the warty growth known 
as post-mortem warts (Verruca Necrogenica), and 
to similar warty growths occurring in butchers, 
cooks, and others who are obliged by the nature 
of their occupation to freely handle dead meat, 
which were called by Riehl and Paltauf “ tuber - 
culosis verrucosa cutis” for in all these forms tubercle 
bacilli exist in considerable numbers. I am in¬ 
clined to regard these papillary overgrowths 
as accidental. Any chronic ulcer may take on 
papillary hypertrophy. I regard these two affec¬ 
tions as strumous manifestations, or forms of 
Scrofuloderma, rather than of Lupus Vulgaris, 
the characteristic nodules of Lupus being absent. 


Some of these other cases teach us certain other 
features of this disease. In this one you see that * 
though extending at the periphery, involution of 
the disease and cicatrization is taking place at the 
centre. It is very difficult to say when that cicatri¬ 
zation may be regarded as complete and perfect. 
When from any particular cause such a patient’s 
general health becomes impaired, nodules fre¬ 
quently reappear, which may or may not break 
down. In children this is more apt to occur than 
in those approaching adult life. In fact it would 
be almost impossible to regard any child as cured, 
a recurrence being almost a certainty. In adults, 
though a recurrence is a probability, it is not a 
certainty. I have attending here a woman who 
came twelve or fourteen years ago suffering from 
Lupus Vulgaris. Under treatment, the disease was 
cured. She has married and had children, but 
there has been no recurrence of the disease for 
the last seven or eight years. 

In the treatment of this affection, remember 
what I said on commencing the discussion of this 
case, that we have two factors to consider: (i) the 
disease itself, (2) the question of the assistance 
afforded it by the constitutional condition of the 
patient. No better proof of the obstinacy of this 
disease can be offered than by reading of the 
various forms of treatment adopted. 

We will commence with the diseased tissue itself. 
This must be removed absolutely and entirely from 
without or from within. 

I ought to warn you that the following methods 
of local treatment, either mechanical or chemical, 
do not apply to acutely ulcerating lupus, as any 
local treatment of an irritating nature will cause 
the ulceration to spread even more rapidly than 
before. I have in my mind a recent case of a lady, 
in which the disease rapidly spread all over her 
face as a consequence of the injudicious applica¬ 
tion of salicylic acid and scraping. The indica¬ 
tion, in such cases, is to reduce the excessively 
active inflammatory part of the process by means 
of soothing lotions, such as the ordinary calamine 
or lead lotions. Then, when you think the disease 
is comparatively quiet, you can proceed with 
the other methods of removing the diseased 
tissue. 

In some of these acute forms of Lupus, which 
are fortunately rare, free scarification of the 
spreading border will check the extension. 


Digitized by 


Google 



34 2 The Clinical Journal.] DR. RADCLIFFE CROCKER—ULCERATING LUPUS. 


[Sept 25,1895. 


Occasionally you will meet with cases where, 
from no apparent cause, the treatment, I am about 
to describe, aggravates. When such is the case, 
it is no use continuing the treatment for the time; 
you must rely on some milder treatment, such as 
the following lotions: — 

Lead Lotion (Liq. Plumbi. Subacetatis 5j, Aquae 

ad 3 j)> 

Perchlonde of Mercury Lotion (i in 1000), 

Chlorate of Potash Lotion (Potass. Chloral, 
grs. v to x, Aquae 3 j), 

Calamine Lotion. 

External treatment is undoubtedly the quickest, 
though it can be facilitated, or rather completed, 
by treatment from within. The most thorough 
and most satisfactory method is removal by means 
of the curette combined with other measures. 
When the patient is anaesthetized, I thoroughly 
scrape with this curette, or sharp spoon, all the 
affected surface. When, apparently , all diseased 
tissue has been removed, I swab over the part 
with either pure carbolic acid or strong sulphuric 
acid, which is left on for a few seconds, and is 
then neutralized by carbonate of soda, or if the 
patient can be kept under continuous observation, 
I administer hypodermically tuberculin, as intro¬ 
duced to our notice by Dr. Koch, of Berlin, begin¬ 
ning with i c c. of a one per cent, solution. The 
effect of this is to get at the diseased part from the 
back, so to speak, and to bring about the removal 
of the bad tissue produced by the tubercle bacilli, 
which cannot be reached by the curette. I still 
adhere to my opinion expressed in 1891, that in¬ 
jection of tuberculin, without first scraping away 
the affected tissue, is of little permanent benefit, 
but that it is a very useful adjunct to the operative 
treatment in the way I have explained. At the last 
Congress of Dermatologists, our attention was 
called to a new drug, Thiosinamin, which has been 
found by Hans von Hebra, to act in the same 
manner as tuberculin. Its advantages are that it 
is quite free from danger, and as no constitutional 
disturbances result from its injection, patients, for 
whom it is being used, can attend as out-patients; 
but at present it is only on trial, and I must defer 
further remarks until more experience of its use 
has been gained. 

Sometimes patients will not consent to submit to 
this operation by the curette; and in that case we 
have 10 depend on treatment by chemical applica¬ 
tions. They are all, however, slow, and more or 
less uncertain. Vou should look on them as only 
substitutes, and unsatisfactory ones too, for the 
combined treatment I have described. 

The old-fashioned method was treatment by 
caustics. The two pastes still in use, to some 
extent, are the arsenical and the chloride of zinc 
pastes. The following are the best formulae of 
these pastes:— 


Arsenical Paste:— 

R Arsen ious Acid. gr.x 

Artificial Cinnabar ... 3S3 
Rose Ointment... ... .fss 

Chloride of Zinc Paste (Middlesex Hospital 
Formula): — 

R Zinc Chloride ... ... ^iv 

Liq Opii. Sed. $iv 

Starch ... ... ... ^iss 

Water ... ... ... sj 

The arsenical paste is the one generally used 
in Vienna; the other, the one most used in this 
country. Comparing them together, we find (1) 
as regards pain , that produced by the arsenical is 
the most violent, and lasts throughout the whole 
time of its application ; that produced by the zinc 
paste is not quite so severe, and does not, as a 
rule, last more than six hours ; (2) as regards the 
effect on the tissues , the arsenical attacks only the 
diseased tissue, the surface consequently heals 
quicker and does not undergo so much cicatriza¬ 
tion, owing to the small patches of healthy tissue 
which are left, the zinc paste, on the other hand, 
destroys all tissue with which it comes in contact: 
(3) as regaris danger , with the arsenical paste there 
is always the danger of its producing a toxic effecl, 
a danger which is absent in the case of the zinc 
paste. The disadvantage of both these pastes is 
that they are not under our control. My experi¬ 
ence of the zinc paste is that we have great 
difficulty in getting precisely the right amount of 
chemical action. If too little, it aggravates the 
condition; if too much, it produces a deep seamed 
scar, owing to the excessive tissue destruction. 

The method adopted in Vienna of applying the 
arsenical paste is as follows :—Having spread the 
paste on strips of linen, apply them to the part, 
cover it all up with lint, apply a bandage firmly, 
and in twenty-four hours remove it, clean the part 
and renew the application as before, continuing 
this until ulceration appears. 

To use the zinc paste : spread it on lint about 
the size of the affected patch, apply it to the part, 
bandage it on, and remove it in twenty-four hours. 
The part should then be cleansed. 

Kaposi, of Vienna, also uses extensively the solid 
stick of nitrate of silver, with which he forcibly 
ploughs up the soft lupus tissue. The after pain 
lasts for several hours. 

Lately Dr. Harrison, of Bristol, has suggested 
the use of nascent sulphurous acid. He soaks 
the tissues with hyposulphite of soda in solution 
(of 3ss to ^j), and then applies a hydrochloric acid 
lotion of n\,v to the Jj of water; chemical action 
resulting in the formation of sulphurous acid. We 
have one case here being treated this way; it has 
the usual disadvantage of being very slow. 

The most useful of these local applications, 
though also slow in its action, is salicylic acid. My 
attention was called to it by a communication in 


Digitized by 


Google 



The Clinical Journal.] 


MR. REGINALD HARRISON—CLINICAL NOTES. 


[Sept. 25,1895. 343 


one of the medical journals from a country house- 
surgeon. I tried it, and with success. Unna, of 
Hamburg, shortly afterwards called attention to its 
value, and introduced a plaster for the treatment, 
which soon became known. A convenient method 
of using this drug is in the form of his special 
plaster containing creasote and salicylic acid; or 
it m^y be supplied in the form of a paste made by 
adding sufficient salicylic acid to glycerine to form 
a paste. The pain only lasts a few minutes, and 
may be entirely prevented by first painting over 
the part with a solution of cocaine. The applica¬ 
tion should be made every day. 

There are, failing the methods already described, 
certain ointments which can be rubbed in, such as 
Iodoform gr.x, to 5j of Lanolin and Parolein, so as 
to make a soft and not too sticky ointment, or 
Brooke’s formula: Hydiarg. Oleat. 2\ per cent, 
to 5 per cent., sj; Acidi Salicyl. gr.x to gr.xv; 
lchthyol gr.xv; Ol. Lavandulae q.s. These oint¬ 
ments may be firmly rubbed into non-ulcerating 
lupus, and will produce a certain amount of ab¬ 
sorption until the patient’s mind is prepared for 
more radical treatment. All these methods are 
only samples of the topical treatment which may be 
used; we now come to the treatment which will best 
improve the patient’s general health, and so carry 
out our second indication of rendering the tissues 
more resistant to the propagation of the bacilli 
and the consequent disease, which, however, we 
must admit falls far short of our desires. The 
hygienic, climatic, dietetic, and drug treatment of 
struma are so frequently and fully described that 
I need only briefly allude to them. Fresh air, 
exercise in plenty, avoidance of extremes of tem¬ 
perature, early hours, fulfil the first indication ; 
change of air, especially to the sea-side, the 
second indication; a simple diet, with plenty of fats 
if the digestion is good, and regular meals are 
important as regards the third indication ; whilst as 
to drugs, Cod liver oil; Syrupus Ferri Iodidi; or 
Tincture of Iodine (five minims three times a day), 
as suggested by Liveing, are useful. 


CLINICAL NOTES. 

{Specially reported for The Clinical fournal . Revised in 
each case by the Author .) 


WITH MR. REGINALD HARRISON AT 
ST. PETER’S HOSPITAL, LONDON. 


Treatment of Atony of Bladder. 

The routine drug administered in this condition 
is Nux Vomica—occasionally it is uselul. For 
some time past I have given Ergot. This man, aged 


45, suffered from Atony of the Bladder about three 
years ago, following prolonged enforced retention 
of urine. He told us on coming here a few weeks 
ago, the condition having reappeared from a similar 
neglect, that Nux Vomica cured him on the first 
occasion. I accordingly ordered him the Tincture 
of Nux Vomica three times a day. Finding it did 
not benefit him, I gave in its place ten drops 
of the Fluid Extract of Ergot in an ounce of 
Cinnamon water, three times a day, and you hear 
him state that he is already much better. Its 
action on the bladder is probably somewhat 
analogous to its action on the uterus. I use the 
same drug for the treatment of Haematurii, asso¬ 
ciated with prostatic enlargement. An old member 
of the profession told me the other day that he had 
regained the power of his bladder, after being 
entirely dependent for some weeks on the catheter. 
Other treatment having failed, I had advised him 
to give Ergot a good trial, with the satisfactory 
result stated. No other change was made in the 
management of his case. 


Bladder Irritability, due to Tubercular 
Disease. 

Whenever a young man comes to you complain¬ 
ing of bladder irritability, if there is no history of 
gonorrhoea or syphilis, investigate carefully as to 
whether it is due to tubercle. Examine first the 
testicles for tubercular induration ; and then the 
prostate per rectum for the same affection. Should 
you find signs of tubercle in these regions, the 
irritability is most probably due to its presence in 
the bladder, and should bacilli be found in the 
urine, the probability becomes a certainty. The 
family history is of importance in these cases, and 
the shot-like bodies in the prostate are very charac¬ 
teristic of this affection when deposited here. In 
making the examination the most complete relaxa¬ 
tion of the parts should be obtained, that is to say, 
the bladder should be empty, and the finger intro¬ 
duced into the rectum, with the patient on his hands 
and knees. 


Drug Treatment of Tubercular Testis. 

You have seen to-day this disease in various 
stages. This patient, 58 years of age, came here 
two years ago, with the disease in its early stage. 
If you examine the testicles now, you will find them 
practically cured. There is a little deposit to be 
felt in the prostrate, but this is gradually being 
absorbed, and shows no signs ot breaking down. 

I always order these cases Grey Powder, in doses 
of 1 i grains twice a day, and my experience is that 
these conditions usually benefit by such treatment 
if persevered with sufficiently long. We have seen 
altogether this afternoon four cases, and they are all 
improving under this treatment. 
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Question of Tapping in Hydrocele, asso. 
ciated with Tubercular Testis. 

I seldom advise tapping for this condition, 
regarding it as quite unnecessary. The fluid poured 
out is a wise provision of nature to prevent rubbing 
of the two rough surfaces of the tunica vaginalis. 
When sufficient fluid has been poured out to pre¬ 
vent this, as a rule the hydrocele ceases to increase 
in size. Should you tap it, just enough fluid is 
poured out again to prevent the surfaces rubbing 
together. I, therefore, should not advise tapping, 
and much less injection of the hydrocele in such 
cases, unless the amount of fluid is inconveniently 
great. 


Sterilization of the Urine where Pus is 
brought into contact with it in the 
Bladder. 

In cases of chronic cystitis, prostatitis, and in 
some instances of pyelitis from backward pressure 
of the urine caused by obstruction in front, I 
give Hyposulphite of Soda, and my clinical ex¬ 
perience tells me that this treatment, in conjunction 
under the latter circumstances with such surgical 
measures as may be necessary, certainly tends to 
prevent the rapid decomposition of the urine which 
would otherwise occur. I usually give it in water 
in half-drachm doses three times a day. Under its 
use the urine often becomes quite clear. 

Violent Neuralgia of the Testicle treated 
by Ablation of the Nerves, in rela¬ 
tion with the Spermatic Cord. 

This patient came h£re a short time ago, com¬ 
plaining of severe neuralgic pain in right testicle, 
slighter in the left one. There was no enlarged 
prostate to account for it, and the only local con¬ 
dition to which it could possibly be attributed was 
a stricture, already cured when he was admitted. 
Being satisfied that the pain was so severe, and 
hearing that he could not perform his work, and 
finding that no drug treatment was of any avail, I 
determined to try the effect of neurotomy. Accord¬ 
ingly, ten days ago, I cut down on to the cord, and 
having put the vas deferens and spermatic veins 
on one side, proceeded to divide and remove with 
a pair of scissors all the filaments of nerves I could 
see. As you can see, the wound has healed, and 
the patient tells us he is free from pain in the 
testicle. I have had experience of but one other 
case, for as a rule the pain is Dot of a severe 
character. A few years ago a man came to me 
quite worn out and prostrate from the wear and 
tear of this neuralgic pain in both testicles. I 
thought that if neurotomy was beneficial in some 
cases of neuralgia it ought to be so in this. The 
same operation was done as in this case on one 
side, and a perfect cure resulted, so marked that 


the patient *eta#ned-some weeks later to have the 
same operation performed on the other side. This 
was done with an equal success, and when last seen 
twelve months afterwards, the patient was quite free 
from any testicular neuralgia. I might add that no 
trophic disturbance of the testicles resulted from 
the operation. In many of the operations I have 
done for Varicocele by exposure and ligature of 
the veins, I have often thought that some of the 
benefits that followed, so far as local discomfort 
was concerned, was due to the division of some of 
the nerves of the part which probably took place. 


Case of Left Renal Calculus extending 
over ten years. 

This patient, a man of about 35 years of age, 
came here last week complaining of colicky pain 
in the left lumbar region running down the groin. 
There was no retraction of the testicle. He told 
us that he had suffered from similar attacks, with 
some haematuria, for the last ten year s. I examined 
him externally to see if, by manipulation, we could 
get any evidence as to the state of his kidneys. 
There was no difficulty in grasping the kidney on 
the right side, but any attempt to do so on the 
left side (site of the pain) was rendered impossible 
by the rigidity of the abdominal muscles. The 
same occurs to day, and indicates that for some 
reason or other the kidney on this side is probably 
sensitive to pressure. 

For cases of Renal Colic not admitting of the 
removal ot the stone by nephrotomy, an operation 
you have recently seen practised with success in this 
Hospital in several instances by my colleagues and 
myself, I have for seven years adopted one treatment 
which is as empiric "as it is successful. Some years 
ago I read in an old German book that boracite, an 
impure form of borax and magnesia, exercised some 
action on uric acid calculi Messrs. Bell obtained 
some for me, and I have been most pleased with 
the results. It is known as the Pulvis Magnes. et 
Boro-Citratis. I order the patient to take one tea- 
spoonful in a half pint ot hot water on rising, and 
a similar dose later on in the afternoon. 1 have 
many specimens of eroded calculi and of debris in 
my possession passed by patients whilst on this 
treatment. Some will tell you that this effect is 
due rather to the increased amount of fluid taken 
than to any chemical action of the drug. I cannot, 
of course, contradict this, nor do I see any need to. 
My clinical evidence with it, extending over seven 
years, pqints .out that the treatment describe4 is 
singularly efficient in cases where a stone is im¬ 
pacted in the kidney. Even if it does no more than 
secure that the patient flushes his kidneys with a 
pint or so of warm water, containing a by no means 
disagreeable ingredient, each day, I leel that it 
serves a useful purpose in aiding the removal of 
gravel and concretions from the upper portions of 
the urinary tract. 
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ON 

A FATAL CASE OF ANEURISM 
Opening into the Left Pleura, and 
Attended by Remarkably High 
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By W. T. GAIRDNER, M.D., LL.D., 

Professor of Medicine in the University of Glasgow. 

Gentlemen, —I have said to you before now 
that a fatal event in the course of our clinical studies 
is always important, not simply because it is fatal, 
but because it affords the means of self-criticism, 
and thus of exploding fallacies and maturing sound 
clinical judgments ; hence it should never be passed 
over lightly. We should always be ready to put 
questions to ourselves as to the opinions formed or 
expressed with regard to the whole course of the 
illness and of the previous history, revising these in 
the light of the fatal termination and the post¬ 
mortem examination. 

It is not enough to say that the patient died of 
so-and-so, and that the death was unavoidable; you 
may be quite right in saying so, but the instruc¬ 
tion to be obtained from the fatal issue only begins 
here. The case of Patrick Sheridan, on which we 
have already had several conferences, will afford me 
the means of justifying this statement, and I hope 
of enlarging considerably your clinical experience 
Thus, in the case of Sheridan, as far as the mere 
cause of death is concerned, the results can be 
stated in a single sentence. It was an aneurism, 
not very large, just above the diaphragm, eroding 
the bodies of one or two of the vertebrae, and the 
articulation of the 12th (left) rib, ultimately open¬ 
ing into the left pleura, and inducing fatal haemo- 
thorax. For the Registrar-General such a state¬ 
ment is absolutely complete, and more than 
sufficient; but it is only the beginning of the clinical 
instruction which it is now our duty to endeavour 
to obtain from the facts of the case as finally 
disclosed. 

Vol. VI. No. 28. 


The first clinical lesson we are to draw from this 
case extends back beyond our own connection with 
it here in the Western Infirmary; for you will 
remember that at one time this man was in the 
Royal Infirmary on the occasion of a previous 
illness. The report of this illness, in the journals 
of the Infirmary, is very short, and the case was 
indexed as t€ lumbago,” # ending apparently in cure. 
At least the patient is reported as going out-“ Well.” 
Pain in the loins was also a symptom while he was 
with us, although the exact seat of the pain was nof 
so easily ascertained. Were these two illnesses, 
then, only parts of one and the same essential 
disease ? I was inclined to think they were, for, 
on very rigid questioning, a history was made out, 
of repeated attacks of lumbar pain occurring at 
intervals of two or three mouths, between this 
previous illness, extending back to at least two 
years ago, and the one which brought him in here, 
and which he himself stated on admission to have 
been of only five weeks* duration. 

Now, considering these things along with the 
facts of the post-mortem examination, I do not 
think we can escape the conclusion that the 
aneurism was there all the time, and perhaps even 
before the former illness; when it may have been 
there without such symptoms as to attract atten¬ 
tion. For we may, I think, regard it as probable, 
if not certain, that an aneurism in this situation, 
and of such limited dimensions, could have had no 
obvious symptoms, and probably no physical signs 
of its existence, until it began to erode the body 
of a vertebra. The history, as in our Ward 
journal, is as follows :— 

“ Pat. Sheridan, aet. 29. Two years ago he was 
attacked by pains in the loins. This was worse on 
the left side. At this time his urine was scanty 
and high coloured. Patient says it was of a bloody 
colour. [Probably a misconception, as it was 
found to be normal in the Royal Infirmary.] He 
consulted a doctor, who gave him a mixture and 
applied a fly blister. The pain not being relieved, 


* It is incidentally stated that there was “ accentuation of 
the second sound of the heart ” ; but there is no other indi¬ 
cation in the report either of vascular or of any other organic 


disease. 
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he was taken to the Royal Infirmary in a cab, 
July 7th, 1891. He was too ill to walk. He 
remained there sixteen days, and was dismissed 
4 Well,’ July 23rd.” [The brief report of the case in 
the Royal Infirmary is quite in accordance with 
this, except that it carries back the illness only 
three weeks from the date of admission, when he 
complained of 44 pain in the small of the back 
to left side, from no assignable cause.” This is 
not quite the statement he made to us, but it 
shows that he had not anything definitely in his 
own mind as the starting-point of the first ill¬ 
ness.] Our own report now proceeds :— 44 He 
returned to work at once, and has continued to 
work up to the time of his present illness, but has 
had slight attacks of pain in the loins every two or 
three months ever since, not sufficient to keep him 
from his work.” 

One additional fact of some importance was 
obtained subsequently by Dr. Carslaw from patient’s 
relatives, but was not known to me during his life; 
viz., that at the time of the commencement of the 
former illness, which obliged him some months 
later to enter the Royal Infirmary, he got a severe 
strain while working as a slater (his regular occu¬ 
pation) on the top of a house: the strain was 
accompanied by a severe orchitis. 

This strain is of great importance, because, on 
the one hand, it may have been the starting-point 
of the whole of the pathological changes; or, on 
the other hand, it may merely have been the de- 
veloping-point of a disease previously existing. 
The condition of the aorta, showing atheromatous 
dimpling and incipient aneurisms, in several 
places, favours the latter conclusion. You will 
remember, perhaps, that when Dr. Coats at first 
laid open the aorta near the heart it seemed to me 
at the first glance so free from disease or dilatation as 
to afford little confirmation, so far, of the suspicions 
we then entertained; and yet Dr. Coats was able 
to show you afterwards # that the foundations not of 
one, but of several small aneurisms, had been laid 
in this part of the vessel. Now, any one of these, 
acted on by the sudden shocks and impulses which 
are implied in the word 44 strain,” might have led to 

# Extract from “ Pathological Register,” No. 3185. “ The 
heart is rather small, weighing 8 oz. Its muscular substance 
is pale. In the first part of the aorta there are two con¬ 
siderable atheromatous patches. In one of these there is a 
considerable dip, coastituting a small aneurism, and in the 
other a slight dimple of similar character.” 


further yielding, or even a breach of continuity in 
some of the coats of the vessel such as would have 
given rise at once to a sacculated aneurism such as 
we actually found lower down. u Strain,” there¬ 
fore, although it will not readily give rise to an 
aneurism in a previously normal aorta, will be 
almost sure to precipitate the course of formation 
of an aneurism, where the coats of the vessel have 
been predisposed to yield at one or more points. 
And in this case the seat of the aneurism just 
above the diaphragm is very likely to have been in 
some degree determined by the strain which gave 
rise to the orchitis. 

The first instruction, therefore, we must draw 
from this case is that 44 lumbago ” (so-called) con¬ 
nected with a strain like this should always be 
looked upon with suspicion, as, even though an 
apparent recovery may be made at the time (and 
even for months afterwards) it may cover an 
important organic lesion, aneurism as probably as 
any other. 

The patient’s own ideas about all this were rather 
misleading. He did not at all seem to recognize 
this continuity of his symptoms with the strain as 
their first cause. Note that he did not connect 
the second illness with the first, but ascribed it to 
44 exposure,” the nature of which was not quite 
ascertained. 

He had also got the idea, in what way is not 
certain, that he was a sufferer from “ bronchitis,” 
and he came to us labelled as such. 

He took to bed only a fortnight before his 
admission to the Western Infirmary; and it was in¬ 
evitable, under these circumstances, that the chest, 
or rather the lungs, should have been under 
suspicion from the first. 

Undoubtedly after his admission, our minds ran 
on something more than either bronchitis or lum¬ 
bago. What it might be, was very doubtful at 
this time. 

In this doubtful state, our attention was attracted 
to the temperatures,* which were very strikingly 
and persistently febrile, several times touching 
104°, and for days together mostly 102° and 103°, 
or upwards. Here, at least, then, was a purely 
objective fact, about which there could be no pos¬ 
sible mistake, as you will see from the record; and 
yet, in its influence on the diagnosis as we under- 


# See chart at the end of the lecture. 
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stood it, this fact was rather misleading than other¬ 
wise. Temperatures such as we had in this case, 
are not consistent with mere bronchitis, or with 
any chest affection yet disclosed by the physical 
diagnosis. Nor are they more consistent with 
mere lumbago or any kind of neuralgic pain. Thus 
far we were justified in founding upon them. But 
they seemed also to suggest some deep suppuration 
or other well-marked inflammatory disturbance, 
although there were no rigors observed. Another 
suspicion entertained, not unreasonably, I think, 
was of acute miliary tuberculosis. But no positive 
evidence was obtained either of this, or of any 
other disease of the lungs, and the little expectora¬ 
tion that there was, showed no trace of the bacillus 
tuberculosis . The suspicion of an aneurism, if it 
arose at all, was dwarfed and thrown into the back¬ 
ground by these others, for a reason that will appear 
presently. 

After my mind had turned over these possibili¬ 
ties, I asked Dr. Macewen to examine the patient 
with me, to see if he could find any evidence of 
deep-seated suppuration in connection with the 
bones or elsewhere. 

Dr. Macewen did so, and came to the conclu¬ 
sion that there was probably something connected 
with the spine; stating, I think, that spinal disease 
not infrequently leads on to such complications as 
were witnessed in this case. Just at this time, 
eight days after admission, Dr. Middleton dis¬ 
covered a new fact; we are justified, I think, in 
calling it so, because both Dr. Carslaw and I had 
examined carefully, and with the expectation of 
something of the kind in our minds, without de¬ 
tecting it, only a day or two before. This was a 
very distinct want of expansion on the left side of 
the chest, with dull percussion at the base, and a 
want also of good respiratory murmur. From this 
moment it was plain enough that the left pleura was 
in some way involved; and as disease of the verte¬ 
bral column in the dorsal region not infrequently 
leads to empyema, it was, or seemed to be, very 
probable that an infecting caries or osteitis of the 
bodies of one or more vertebrae, might be giving 
rise to secondary suppurations, which would amply 
account for the high temperatures observed. Thus 
we were led to entertain the idea of empyema, or at 
all events of acute left pleurisy of secondary origin, 
as the cause of the more obvious symptoms. Now 
you see that this was wrong, there being no 


! empyema, though there was, indeed, disease of the 
vertebrae, as you yourselves witnessed, the result of 
aneurismal erosion. It is somewhat remarkable 
that I cannot find much in the text-books, or even 
in special monographs, about elevated temperatures 
in aneurism. Trusting to my own recollections, I 
should say that the rise in temperature in most 
cases of aortic aneurism is not considerable. I can 
rely on this impression with the more confidence 
owing to one fact; that in many of these cases I have 
been in the habit of giving potassium iodide, some¬ 
times in large doses, and for months continuously. 
Now potassium ipdide is a drug, which, when it dis¬ 
agrees, is apt to produce high temperatures. Yet 
I can remember cases, not a few, of large, some of 
very large aortic aneurisms eroding the bones, in 
which potassium iodide was so given, and the 
temperatures carefully watched and recorded from 
day to day, without any appreciable rise being 
observed. One case, some years ago, stands out in 
my memory as an exception to this remark. The 
man had aneurism of the arch of moderate size, 
manifestly impinging upon and eroding the man¬ 
ubrium, and giving rise to evident pulsation. We 
treated him with potassium iodide and rest, with 
the gratifying result that the aneurism appeared to 
recede, all the symptoms disappeared, and virtually 
the man appeared to be cured; only he grew 
thinner, his temperatures became unstable and 
frequently febrile, and after some months he died 
of a kind of gangrenous phthisis, no doubt the re¬ 
sult of infection, and not necessarily tubercular. The 
aneurism preparation in this case is in the Patho¬ 
logical Museum.* I have, therefore, rather good 
reasons arising from my own experience for the 

# Museum Catalogue, p. 47, Series II., No. 71 : “Aneu¬ 
rism of Aorta ; Erosion of Sternum ; Occlusion of Carotid ; 
Pressure on Pneumogastric ; Gangrene of Lung.*' The case 
is much too long and complicated for fuller reference here, 
but the following brief details from the Ward journal, 
Ward I., D.D., p. 34, will give some idea of the facts, so far 
as they bear distinctly on the present subject. The patient, 

W. T. t resided in the Ward from Janu iry 22nd to June 9th, 
1884. Up to the end of March all the facts were favourable, 
the temperatures strictly normal, and the aneurism sub¬ 
siding under the treatment stated, so as to give a strong 
hope of complete cure. Early in April the temperatures rose 
(max. 104*4 ) so as greatly to resemble those in the present 
case, but without auy marked local symptoms, and con¬ 
tinued in a marked degree febrile up to the close. The 
fatal result was really due to the gangrenous necrosis of 
the lung (which, however, was entirely without foetor, ever* 
of the parts after death). No hemorrhage or other dis¬ 
tinctly aneurismal incident took place in this case, and 
death w r as by mere asthenia and emaciation, exacvly 
resembling that of phthisis pulmonalis. 


Digitized by 


Google 



348 The Olinioal Journal.] PROFESSOR GAIRDNER—AORTIO ANEURISM. 


[Ootober 2,1896. 


statement that temperatures running up to 103° or 
104° and maintained almost constantly febrile for 
days together, do not as a rule suggest, or even 
render probable, the existence of an aneurism. 
Nevertheless, it must be taken as one of the lessons 
of this case, however we may explain it, that even a 
relatively small aneurism in the dorsal region, 
impinging upon the vertebrae, and not otherwise 
giving rise to pressure or displacement (unless 
perhaps of the sympathetic) may, under certain 
circumstances, influence the temperatures to the 
extent here shown. The impressions conveyed to 
my mind, however, were distinctly in favour of an 
infective empyema, as already said. Now, although 
on Nov. 3rd, we had very distinctly obtained 
evidence of what we supposed to be empyema or 
pleurisy, and what really was a diffusion of this 
small dorsal aneurism in the direction of the pleura, 
I am not by any means sure, nay, I think it is 
scarcely probable, that an actual rupture into the 
pleural cavity had taken place at this time. The 
facts observed at the post-mortem examination 
appeared to Dr. Coats rather to be in accordance 
with a primary rupture into the cellular tissue first, 
and into the pleura some time later. I think it 
therefore possible that at this time (Nov. 3rd) there 
was nothing in the pleura, but that the tissues 
around the aneurism may have been greatly in¬ 
filtrated, and so pushed the pleura before them, as to 
give rise to the physical signs as stated. Nothing 
further happened, and no advance of the supposed 
effusion took place until Nov. 12th, when such a 
sudden collapse occurred, that Dr. Carslaw reported 
that the man almost died and had to be pulled 
through by free stimulation. This we may very 
fairly interpret as a sudden burst of the aneurism 
into the pleural cavity,possibly then for the first time. 

On November 13th I found that the effusion was 
greatly extending, the left side of the chest dull 
throughout; and on November 14th there was 
dexiocardia—a fact which had not been observed 
the day before, though Dr. Carslaw had carefully 
examined with that possibility specially in view. 

Though my experience in these matters is not 
inconsiderable, having early turned my attention 
particularly to the subject of aortic aneurism in all 
its phases, and though I am familiar with aneurisms 
bursting on mucous or cutaneous surfaces, with more 
or less of haemorrhage at intervals, sometimes for 
months before death, yet the circumstances of this 
case seem to me unusual, since I have generally 
found the bursting of aneurisms into the greater 
serous cavities to be followed by very rapid collapse, 
so that the case usually terminates fatally before 
the cavity has had time to become quite full. 

This is certainly true of aneurisms bursting into 
the pleura and pericardium; in the case of those 
bursting into the peritoneum, their occurrence is 
so much more rare that my experience is not suffi¬ 
cient to warrant certainty, though it is probably true 
of them also. I have, however, even in the case of 


the pericardium, known a considerable time elapse 
(certainly several days) between the rupture ami 
the death of the patient I have even in one case 
known the facts observed at the post-mortem exa¬ 
mination bear the interpretation that more than 
one burst had taken place, with an interval during 
which the earlier clot had become partially 
decolourized. 

I am not of opinion that the operation performed 
by Dr. Macewen had any effect at all as regards the 
result in this case. Had the case been one of 
serous effusion, or of empyema, it was a fair pre¬ 
sumption that it would have afforded relief. As it 
was, the patient died of a renewed haemorrhage^ 
and very suddenly at the last The operation, 
however, clearly demonstrated that there was no 
inflammatory effusion or empyema. There was 
blood in large quantity, mostly clotted, and nothing 
else. Now you may remember that as soon as I 
became aware that it was a case of hsemothorax, I 
said to you at once that there were only two ex¬ 
planations worth while entertaining; one was 
aneurism, the other malignant disease of the lung 
or the pleura, or both. Remember that the post¬ 
mortem examination showed that probably the 
rupture had been first into the tissues, and 
secondly into the pleural cavity.* And even with 
the dead body before us, it was not quite easy for 
a while to determine the source of the blood, or 
that it was from an aneurism and not from malignant 
disease. 

These then, Gentlemen, are the lessons to be 
learned from this case, and you will, I trust, now 
have a clear view of what I meant in saying to you 
that the interest, to you, of a fatal case goes for 
beyond the mere discovery of the cause of death. 
It was by working out clinical problems in this way 
that Morgagni gave such an incalculable impulse to 
our art in his great work.f Many observers before 
him had sought out causes of death, and discovered 
thereby pathological curiosities. Morgagni laid the 
foundations of modem medicine by his far-reaching 
method of critical analysis, " uniting clinical with 
pathological research by strict processes of reason¬ 
ing, founded on multiplied observations.” And It 
is his method, in principle, that we aim at following 
out to-day. 


* Two separate bursts, attended with considerable or gnat 
immediate haemorrhage, are at least very probable, as the 
following extracts from the “ Pathological Register* wSD 
show :—“ Left pleural cavity is occupied by a bulky Mood- 
clot, which is partly entangled among adhesions. The 
amount of^blood contained in the left pleura cannot be lew 
than three or four pints, and it consists paitlyot cider browa, 
sometimes stratified coagula, and partly of recent gdatmou 
clots/* 

t De Sedibus et Causis Morborum, per An&toaK* 
indagatis, Venitiis, 1761. See remarks on this subject jp 
my address to the Pathological and Clinical Society of 
Glasgow, ** British Medical Journal,” 1874, vol. it p. 515; 
or in “ The Physician as Naturalist ” Maclehose, Glasgow, 
1889, p. 
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ON SOME 
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INTESTINAL OBSTRUCTION. 


Delivered at the London Hospital, 

By FREDERICK TREVES, F.R.C.S., 
Surgeon to the Hospital. 


Gentlemen, — I propose to-day to make a few 
observations on some clinical aspects of chronic 
intestinal obstruction, suggested by the case of a 
patient now lying in Mary Ward, the recent operation 
upon whom some of you may have witnessed. 

In general terms, the causes of chronic obstruc¬ 
tion of the intestines may be classified as follows : 

(1) Stenosis of the small intestine. 

(2) Stenosis of the large intestine. 

(3) The condition known as faecal accumulation. 

(4) Chronic intussusception. 

I propose to put aside the question of stenosis 
of the small intestine and of chronic intussusception, 
to limit myself to the one important point—the 
diagnosis between stenosis of the colon and faecal 
accumulation. Here is a patient with chronic 
intestinal obstruction. I have no difficulty in saying 
that the stoppage is located in the large intestine. 
The constantly recurring question is—is this due to 
a mechanical narrowing of the colon or to a non¬ 
mechanical obstruction, to what in fact is called 
faecal accumulation ? Now, the chief mechanical 
causes of chronic obstruction—I am now speaking 
entirely of the colon—are (ist) stricture; (2nd) a 
tumour pressing upon the bowel; (3rd) kinking of 
the bowel; (4th) compression of the bowel by 
adhesions; (5th) enterolith. , 

The stricture may be either simple or malignant; 
the tumour may be any kind of growth capable of 
pressing upon any part of the colon, a common 
example being afforded by a malignant tumour of 
the uterus; kinking of the bowel is usually brought 
about by adhesions. Enterolith is uncommon. 

But when you come to differentiate between these 
various causes of mechanical obstruction you will 
find that the work is difficult, often impossible, and 
usually unimportant. And I want you to distinctly 
understand that the more urgent and more common 
aspect of the case takes the form not of fine 


distinctions between this vavietyef stenosis or that* 
but involves the greater questions—is the obstruction 
due to a mechanical cause, or does it depend upon 
mere blocking of the unaltered bowel ? is this mass 
I feel a malignant growth, or is it a faecal mass ? 
It is to this latter point I shall mainly keep. It 
concerns a problem which is often before the prac¬ 
titioner, and which can very seldom be lightly 
disposed of. 

It is convenient here to mention that in carci¬ 
noma of the intestine it is only in forty per cent, of 
the cases that any tumour will be found. Though 
the patient in Mary Ward has been at different 
times under observation for more than a year, yet 
no tumour was detected, although the diagnosis of 
cancer of the sigmoid flexure made some twelve 
months ago was confirmed by the operation. 

In forming a conception of cancer of the bowels 
let me endeavour to bring a general picture of the 
trouble before your mind. The patient is at or 
over middle-age. (This may be a matter of some 
consequence, because faecal accumulation is met 
with in quite young persons.) There will nearly 
always be a condition of impaired health for which 
you will find no definition. The bowels possibly 
act well; the patient is able to go about his busi¬ 
ness and to do it, but not with the same ease as in 
former years. Small things irritate him; he is 
perhaps gradually increasing the amount of stimu¬ 
lants he takes—a very suggestive point. There is 
no wasting, and the tongue is clean. He is not 
well, and yet he cannot claim that he is speci¬ 
fically ill. 

In due course his bowels begin to give him 
trouble; he will say he wants a pill, that his liver is 
out of order, or is not acting at all, or is acting too 
much—terms used by the public, but which no 
medical man can tell the precise meaning of. There 
is a certain amount of general uneasiness within 
the abdomen. Up to this time the cancer, although 
still a very small growth, will have produced a 
moderate narrowing of the bowel, a stenosis suffi¬ 
cient to make itself felt, but not to produce grave 
inconvenience. In time, however, more solid 
particles within the intestine block the narrowed 
lumen, and the patient has a definite obstruc¬ 
tive attack. That will prove probably to be the 
first appearance of the trouble. He goes to his 
medical man, who very properly gives him an 
aperient; he gets well again, time goes by, and the 
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thing is almost forgotten until he has another 
attack. As months go by these attacks recur more 
often and become more and more severe, and the 
rest you can imagine for yourselves. 

Another aspect of the case is this r the patient, 
after feeling ill, and after realizing that his bowels 
are hot as comfortable as they might be, has 
diarrhoea. This is an important point to bear in 
mind—that diarrhoea very often goes with stricture 
of the bowel, especially when it is situated low 
down. You should, therefore, never omit to 
examine the rectum in cases of persistent diarrhoea. 
Such cases mean this, that there is a narrow strait 
in the intestine, that there is an accumulation of 
fecal matter above that point which induces 
catarrh, and leads to the formation of much mucus 
which dissolves and washes away some fecal 
matter, and the patient has what he calls diarrhoea 
—what we know as “ spurious ” diarrhoea. These, 
then, are two phases of the case—the patient who 
has obstructive attacks, and the patient who has 
persistent diarrhoea. 

Now to mention the case of the woman in Mary 
Ward. She is 45. She comes here in November, 
1891, with nearly complete obstruction. She was 
for a while unable to pass anything. She has a 
history of bowel trouble extending back to eighteen 
months ago. She was treated with massage, enemata, 
and aperients, and the bowels act again ; she goes 
away apparently well, has many other attacks, and 
ultimately comes back again in the same condition, 
with a distended belly, and passing absolutely no¬ 
thing. I cut out seven inches of the sigmoid flexure 
and united the two ends by sutures, and closed the 
abdominal wound. Since then she has consider¬ 
ably improved, her bowels have acted several times 
a day, and she is free from pain. I might say that 
I make the union of the divided ends of the bowel 
direct, placing a continuous suture in the mucous 
membrane, and interrupted sutures in the other 
coats, but I use no bone plates, clamps, or other 
apparatus. 

Now take the case of an individual whose bowels 
are obstructed by the accumulation of fecal con¬ 
tents. Such a man takes his food, it leaves the 
stomach, and passes through the small intestine, 
and reaches the colon; there it stops, and a certain 
set of symptoms result, which are more or less 
characteristic. The patient is dyspeptic. He is 
troubled with flatulence and distension. He com* 


plains of water*brash. He feels ill and depressed. 
He is often melancholic or hypochondriacal. His 
tongue is coated, his breath foul, and there is a 
constant sense of an unpleasant taste in the mouth. 
Those who furnish personal testimonials to quack 
remedies for constipation often describe these sub¬ 
jective phenomena very graphically. The patient 
is probably irregular in his meals, and careless in 
his diet. He never feels comfortable in the ab¬ 
domen, and is troubled with more or less obvious 
constipation. 

In one class of case the trouble is apparently due 
in the main to imperfect digestion, and to the 
simple accumulation within the colon of food debris. 
In another series of cases the consumption of too 
little fluid with the food appears to be a cause; and 
in a third class of case a certain nerve weakness 


would seem to be at the foundation of the trouble. 
The ordinary neurotic person is the subject rather 
of diarrhoea than of constipation, but there are ner¬ 
vous individuals who appear to have lost the power 
of peristalsis in their intestines, and who come into 
the category now discussed. 

To follow further the train-of symptoms, the con¬ 
stipation increases, aperients lose effect, and often 
set up nausea and pain; the appetite fails, and 
there very often supervene the symptoms of a cer¬ 
tain degree of obstruction, viz., pain, vomiting, and 
a sense of increased distension. 

I have hitherto kept clear of the question of any 
tumour in the bowels, but now I come to that point, 
and I may introduce it by drawing attention to the 
method in which the abdomen should be examined 
In the first place, it is important that the examina¬ 
tion should be done slowly—slowly, I mean, not 
so much with respect to the length of time occu¬ 
pied in the whole examination, as to the separate 
movements of the hand. Anything like a rapid 
handling of the abdomen excites a contraction of 
the muscles directly. Another point is: let the 
hands be quite warm, as a cold hand will also 
cause contraction. In order to get over any exist¬ 
ing contraction of the abdominal muscles, make 
the patient take a deep inspiration and then hold 
his breath as long as he can. Presently the effort 
to breathe becomes absorbing, the air is allowed to 
escape from the chest, and the patient prepares for 
an immediate deep inspiration. At this moment 
his abdominal muscles relax for a moment, and 


give the surgeon an opportunity of a more close 
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examination of any suspected tumour. Always 
remember, before concluding the inquiry, to exa¬ 
mine the patient on his hands and knees. This is 
an excellent position for an exploration of the ab¬ 
domen. In this position the viscera fall forwards 
against the anterior parietes, and the muscular 
abdominal walls are relaxed. 

Lastly, you must never omit to examine the 
rectum. Two points about the rectum are worth 
observing; the first is the ballooning of the rectum, 
which you discover on introducing your finger into 
the bowel; the cause of this condition has not been 
fully explained. It is assumed to be a symptom 
of stricture of the bowel, and it is often found 
associated with that condition. It is, however, 
often absent in cases of stricture, and I have 
noticed it in association with peritonitis, and with 
suppuration about the caecum. The second point 
has reference to the passing of the long tube. This 
is a futile method of examination. I have fully 
demonstrated on another occasion that it is im¬ 
possible to pass the tube out of the sigmoid 
flexure. 

The last detail in the examination has reference 
to the lump. Having found the lump, the often 
repeated question comes, is it a faecal mass, or is it 
carcinoma growing about the bowel ? The lump 
due to faecal accumulation is nearly always tender. 
Now this may appear puzzling; you say, it is 
merely a foreign body, and if so it cannot possibly 
be tender. Why should the faecal mass be tender ? 
True, it is a foreign body; but more than that, it is 
a decomposing foreign body which injures the 
bowel as a chemical irritant, and also by direct 
pressure. A stercoral ulcer is produced, and when 
you press the lump you press a piece of ulcerated 
bowel between the thumb and the faecal mass ; on 
the other hand, the mass of malignant disease is 
usually not tender, and appears to only become 
tender when the peritoneum over it is inflamed. 
Another point of distinction is this—the faecal mass 
is, as a rule, more movable. The third thing is 
that the carcinoma is much more nodulated. The 
nodules in the faecal tumour are due to distended 
sacculi; they depend, in the matter of size and 
position, upon the disposition of the sacculi. The 
nodules in the carcinoma are usually smaller; they 
are irregularly disposed, and have an arrangement 
which it is easy to say could not depend upon a 
sacculated colon. The last thing is—-the carcino¬ 


matous lump is very commonly flat on the surface; 
this depends upon the fact that, in growing, it is 
moulded by the wall of the abdomefh. But in the 
case of the faecal mass there is nothing to prevent 
the collection from forming a complete cast of the 
intestine. 

So much for the tumour. Certain other physical 
signs, however, still remain. There are two ques¬ 
tions to be asked the patient: do the bowels 
rumble, and are there sounds like water in motion 
to be heard within the belly? or is he conscious 
of movement in the abdomen—are coils of intes¬ 
tine to be felt and seen through the parietes, 
moving slowly like large snakes? In the case 
of faecal accumulation, no such action will be 
found to be going on. You cannot realize a case 
of faecal accumulation until you realize an intestine 
in which movement is practically wanting. The 
condition of the abdomen in such an instance is 


simply that of a huge, flabby torpid sac. Griping 
pain or rumbling noises indicate some degree of 
active peristalsis. In the case of stenosis of the 
bowel, the intestine is perpetually making an 
attempt to overcome the obstruction. What is 
the result ? The patient says that his bowels make 
so much noise that the sounds can be heard by 
others in the room. There is constant activity. 
The belly seems never to be at rest. In advanced 
instances the coils can actually be seen moving 
about beneath the parietes. Such coils have 
become so hypertrophied from continued efforts 
that they actually become visible. This is a state 
of things not compatible with the condition known 
as faecal accumulation: it points rather to a me¬ 
chanical narrowing of the colon which the bowel 
has been making a persistent effort, day by day and 
week by week, to overcome. 

The other points I would allude to are these. The 
subject of carcinomatous stricture does not usually 
have that foul condition of the tongue and breath 
which is almost inevitable with faecal accumulation. 
The victim of the latter condition appears to be 
poisoned by the absorption of decomposition pro¬ 
ducts from his own intestine, and, indeed, some of 
the general symptoms met with in advanced con¬ 
stipation are not unlike those due to poisoning by 
sulphuretted hydrogen. 

There is no time now to go into the question of 
treatment. The treatment of faecal accumulation 
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mata, and in massage. The diet is almost entirely 
indicated by the advice: “Give the patient such 
food only as will leave the least possible residuum 
in the intestineavoid milk,attend to the digestion. 

As to the question of aperients, change them 
frequently. Calomel, repeated in small doses, 
answers well. Castor oil cannot always be taken 
on account of the nausea produced. 

The enema should, when possible, be given in 
the knee and left shoulder position. The best in¬ 
strument for the purpose is Lunn’s insufflator. 

Massage, perhaps as a single measure, is of the 
greatest service in cases of faecal accumulation. It 
is needless to say that it must be applied with dis¬ 
cretion, and under the immediate direction of the 
medical man in charge. 

The treatment of stenoses of the colon do not 
come within the scope of this imperfect and frag¬ 
mentary discourse. 


A LECTURE 

ON 

POST PARTUM HEMORRHAGE. 

Delivered in connection with the London Post-Graduate 
Course, 

By AMAND ROUTH, M.D., B.S., M.R.C.P., 

Obstetric Physician, with care of Out-Patients, to Charing 
Cross Hospital; Physician to the Samaritan Free 
Hospital for Women. 


Gentlemen, —I have chosen this subject as one 
likely to be of interest to those engaged in mid¬ 
wifery practice, because not only may this accident 
be met with at any time, often when least expected, 
but it must be dealt with promptly, or it may result 
in the death of the patient. 

Post Partum Haemorrhage may be divided into 
two main classes: (i) Primary , (2) Secondary . I 
shall not concern myself with the arbitrary lines 
laid down in text-books, to separate these two 
varieties, but will content myself by suggesting that 
it is convenient to regard the haemorrhage occurring 
whilst the accoucheur is still with the patient as 
Primary , and that which occurs after the accou¬ 
cheur has quitted the patient as Secondary Post 
Partum Bcsmorrhage. The latter may occur so 
late as some weeks after delivery. 


Before discussing the abnormal states producing 
this haemorrhage, let us recall what occurs in a 
normal condition after the child is born. Uterine 
contractions bring about a diminution in the area 
of the placental site, and the uterus remaining 
retracted, each subsequent contraction further 
diminishes the size of this area, gradually reducing 
it from an area having a diameter of 7 to 7! inches 
to one of 4 to 4J inches. 

There is thus produced a tendency for the 
placenta, which is inelastic and non-contractile, 
to become puckered up, and this produces a 
partial detachment of placenta, and a little 
blood escapes, causing mechanically a further 
detachment during the succeeding uterine relax 1- 
tion, and after a few pains the placenta becomes 
entirely detached. At the same time the sinuses 
are being compressed by the contracting muscle- 
fibres of the uterus, and thrombi are being formed 
in them, so that haemorrhage ceases when retraction 
is complete. Further contraction of the uterus 
expels the placenta into the vagina, whence it is 
expelled by pseudo-voluntary effort. We can help 
the third stage by grasping the uterus with the 
hand, a method to which the term expression is 
applied. 

As the most important indication is to prevent 
the haemorrhage, I will enumerate briefly the causes 
of Post Partum Haemorrhage. Forewarned is fore¬ 
armed. 

The predisposing causes may be divided into 
three groups, (1) General; such as luxury, seden¬ 
tary habits, change to a tropical climate in the 
case of those used to a colder one, early or ad¬ 
vanced age, the fact of the patient being a multipara. 

(2) Particular; such as alcoholism, Bright’s disease, 
especially granular kidney* (high arterial tension), 
haemorrhagic diathesis (?), systemic congestion, 
due to heart or lung disease, and portal congestion. 

(3) Local; such as delayed labour tending to 
inertia; too rapid emptying of a quiescent uterus, 
such as may occur after the use of the forceps in 
complete inertia, or after forcible traction on the 
body when the head is born; over-distension of 
the uterus, due to hydramnios or multiple preg¬ 
nancy. When any of the causes are present, it 
is well to be prepared to deal with Tost Partum 
Haemorrhage. 

* In forty-one cases of Bright’s disease, twelve had Post 
Partum Hemorrhage. (Blot.) 
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Primary haemorrhage may take place from the 
placental site, or some other portion of the genital 
track. It is important to ascertain quickly, whether 
the haemorrhage is, or is not, from the placental 
site, as the treatment will be different. 

Haemorrhage from the placental site may be 
due to the following causes: (i) Partial non¬ 
detachment of the placenta is a cause of Post Partum 
Haemorrhage, as it prevents retraction of the 
placental area immediately round the still attached 
portion, and thus also prevents thrombi forming in 
the sinuses. The non-detachment may be the 
result of physiological union, due to inertia uteri, or 
paralysis of the muscles of the placental site, or it 
may be the result of pathological union , due to 
pre-existing placentitis, organization of extravasated 
blood, calcareous degeneration, and more rarely 
myxoma fibrosum. 

(2) Retention of the detached placenta also pro¬ 
duces haemorrhage by preventing proper retraction 
of the uterus. The main cause of its retention is 
inertia uteri, which occurs in cases of delayed 
labour or where the patient is a weakly subject. 
The placenta may be retained in the lower uterine 
zone owing to its excessive relaxation as a result of 
delayed labour, or as a result of atony from over- 
distension in cases of pelvic obstruction, and lastly, 
the absence of pseudo-voluntary efforts due to 
coma or very deep anaesthesia, or to the presence 
of a large abdominal tumour, may cause the pla¬ 
centa to be retained either in the uterine lower 
zone or in the vagina, while the membranes may 
be still trailing behind in utero, and so preventing 
retraction. 

(3) Irregular contractions produce haemorrhage 
by preventing uniform retraction and leaving 
certain sinuses unclosed. They may be caused by 
the administration of ergot before the child is 
bom; by injuries; by the presence of fibroids ; 
by obliquity of the uterus, which prevents the 
pelvic, uterine, and foetal axes being identical, and 
so hampers the uterine forces, placing them at a 
disadvantage. 

So much for the causes of primary Post Partum 
Haemorrhage from the placental site. I will now 
mention its causes from other than the placental 
site. It may be due to rupture of the uterus, 
cervix, vagina, perineum, a varix, or haematoma. 
Such a haemorrhage though smart is not often 
prolonged. 


Post Partum Haemorrhage may also be due to 
acute inversion of the uterus, in which case whilst 
some of the oozing comes from the whole endo¬ 
metrial surface, the bulk is from the placental site. 
I have not the time to go fully into the question of 
inversion, but I may remind you of the causes 
producing it. When the placenta remains attached 
for a long time the cupping of the site, which may 
be seen during some cases of Caesarean section, 
becomes a notable feature; the cupped portion is 
grasped by the surrounding muscular fibres and is 
thus driven downwards. Some consider that 
paralysis of the placental site produces inversion 
by the same mechanism. When the lower zone is 
unduly relaxed and Bandl’s ring not well marked 
the excessive contraction of the upper uterine zone 
also tends to produce inversion. Apart from such 
spontaneous causes, dragging on the cord and 
forcible expression may result in the same acci¬ 
dent. 

This brings us to the causation of secondary Post 
Partum Hemorrhage, In nine cases out of ten I 
believe it is due to separation of adherent pieces of 
placenta or placenta succenturia or of membranes, 
after sudden exertion or after a big dose of ergot. 
For instance, on examining the size of the uterus, 
say a week or so after labour, the accoucheur may 
find it somewhat larger than normal, and may ad¬ 
minister ergot, which detaches the placental remnant 
by subsequent contractions, and sinuses are ex¬ 
posed, brisk haemorrhage resulting. 

Another cause is secondary relaxation of uterine 
muscles from emotion or shock, or by sexual inter¬ 
course being resumed too soon. Finally, a sudden 
displacement such as retroversion with prolapse will 
produce it. In the latter case we not only have the 
haemorrhage but also pelvic pain, which is absent in 
the more passive haemorrhages. 

Having passed in review the various causes of 
Post Partum Haemorrhage, primary and secondary, 
we must apply our knowledge to the prevention of 
the occurrence of this evil, and I will commence by 
discussing the prevention of the primary variety. If 
from the patient’s history we are properly on our 
guard, we must take especial care during the second 
and third stages to control and regulate uterine 
action and to sustain the patient’s strength. Wbe’-e 
the woman has been long in labour and in danger 
of becoming worn out, we must get her some rest, 
by opium or chloral, or help her by the judicious 
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use of forceps. During the second stage place your 
hand on the abdomen, and gently press the fundus, 
and when once any part of the child has passed the 
vulva, your hand should never be taken from the 
abdomen until the third stage is completed and the 
uterus is well retracted. Keep the patient cheery 
and prevent her being unnerved by despondency, 
shock or emotion. I remember a case in point 
when I was a student. I was carefully following 
out these instructions in a case; the child was born, 
the cord tied and cut, and I was waiting with my 
hand on the uterus for the placenta to be expelled. 
Suddenly the nurse loudly remarked that the child 
was deformed. I crossed the room to see for 
myself but hardly had I got across before I heard 
a gush of blood fall on to the floor, and I found 
my patient had fainted. Here was a combination 
of two untoward circumstances, mental shock and 
sudden removal of pressure. Fortunately, I was 
able to arrest the haemorrhage, and my patient 
recovered, but the lesson has never been forgotten 
by me. 

Where forceps can help, use them; but avoid 
continuous traction when the uterus is quiescent 
and try to simulate the pains if they are altogether 
absent. Avoid giving ergot before the child and 
the placenta are delivered, for fear of producing 
the irregular contractions I spoke of, or tonic 
contractions which are inefficient. Don’t push the 
anaesthetic after the child’s head is born, as it is 
then and later that the voluntary help of the patient 
is wanted. I rarely tie or cut the cord until its 
pulsation ceases. Finally, make a thorough ex¬ 
amination of the placenta and membranes to see if 
they are complete. Where one gets a definite 
history of previous Post Partum Haemorrhage it may 
be of use to give the patient for some weeks prior 
to labour a course of iron or gallic acid, or such 
other drugs as her condition indicates. In such 
cases stimulants should be forbidden. When the 
haemorrhage does occur, what are we to do ? 
Firstly, we must arrest it, and secondly, we must 
counteract the effects of the loss on our patient. 

Our indications for the treatment of haemorrhage 
are to imitate nature, by encouraging contraction 
and retraction of the uterus, and by producing 
thrombosis in the uterine sinuses. To fulfil 
the first indication the uterus should be firmly 
grasped and moulded so as to empty it by pro¬ 
ducing contractions. Hot or cold applications to 


the abdomen by means of sponges wrung out in 
them, or in the absence of better measures, by 
pouring them from a height on to the abdomen, 
and the administration of ergot at this stage are all 
recognized means of procuring tonic contraction of 
the uterus. Remember , too, that inasmuch as an 
occasional cause interfering ivith proper uterine 
contractions is a full bladder , it is advisable to 
catheterize whenever this is suspected. Certain 
direct applications to the uterine cavity, such as 
vinegar or chloroform, also provoke contractions. 
Iodine and iron not only provoke contractions, but 
are styptic as well. The most recently introduced 
treatment is that of plugging the uterus. 

Let us, then, imagine that we are dealing with a 
case of Post Partum Haemorrhage, where a piece of 
the placenta is still in the uterus. Having first 
rendered my hand aseptic, I pass it right into the 
uterine cavity, and feel for the adherent piece of 
placenta. Having detached and removed it, 1 
press the fist which is in the uterus firmly 
against the placental site whose position is now 
known, whilst my other hand exerts counter pres¬ 
sure from outside. This would greatly diminish 
the haemorrhage, and might induce contraction. 
Remove all clots, quickly reinsert the hand, and 
knead the uterus gently, the other hand grasping 
it externally, so manipulating different parts of the 
uterus. Contractions will follow, and if s‘eady 
external pressure is kept up retraction will in many 
cases take place, and the haemorrhage will cease. 
Should it still persist, let the hand which is in utero 
press backwards so as to compress the abdominal 
aorta above its bifurcation. This is sometimes 
efficacious. At the same time give orders for a 
hypodermic injection of ergotin (iq, x) or ergotinine 
(gr. gV) to be administered. Also let heat and 
cold be applied alternately to the abdomen, 
and finally resort, if necessary, to intra uterine 
applications. 

When it is obtainable a small piece of ice can be 
carried up into the uterus and rubbed over its inner 
surface, but I prefer heat in the form of hot ^ water 
at ico° F., as having been in my hands more 
reliable. When thus administered as a douche, it 
not only provokes contraction, but it also favours 
thrombosis. 

A convenient domestic agent is vinegar, and as 
it is always at hand, it is of very great practical 
value. I have frequently known it used with success. 
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Saturate a small sponge with vinegar and carry it 
up in the hand to the fundus. Squeeze it, or press 
it against the uterus, supported by the other hand 
from the outside ; the vinegar runs down over the 
internal uterine surface, and almost always sets up 
a contraction. It can also be given by the mouth, 
half a wineglassful at a time, or it may advan¬ 
tageously be added to any hot douche used in 
utero. 

Chloroform, usually equally available, when 
locally applied acts in the same manner as vinegar, 
't incture of iodine also used as a douche, to the 
pint, is styptic, provokes contractions, and is anti¬ 
septic. It may be used undiluted in the same 
manner as iron, now to be considered. 

The strongest styptic is ircn. Some books 
recommend its use in the form of an injection. I 
think this method is risky, deaths having followed 
its use. The best plan of using it is as follows : 
Having ascertained, if possible, the position of the 
placental site, dip a piece of cotton wool in some 
liquor ferri perchloridi (not liq. ferri perchloridi 
fortior), carry it up in your hand, held in forceps 
or on a long probe, and dab it over the placental 
site. Some accoucheurs prefer the solid salt, 
persulphate of iron, and use a solution of this 
(i in 20). 

The great points, therefore, in a case of primary 
Post Partum Haemorrhage occurring from the 
placental site are-having emptied the bladder if 
necessary—(i) to empty the uterus of placenta and 
clots; (2) to provoke contractions of the uterus by 
bimanual manipulation, the administration of ergot 
hypodermically, and the alternate application of 
heat and cold to the abdomen; (3) to provoke 
contraction and thrombosis by the application to 
the uterine cavity of cold or heat, vinegar, tincture 
of iodine or chloroform, and, as a last resort, solu¬ 
tion of iron salts; and if all these fail, plug the 
uterine cavity. This latter procedure perhaps is of 
more use after abortion than after a full-time labour, 
owing to the difference in size of the uterine cavity 
at the two periods. Having fixed the anterior lip 
of the cervix wjth blunt vulsellum forceps, the 
cervix is pulled down to the vagioal orifice, and 
the uterine cavity filled with strips of antiseptic 
gauze; they are pushed well up against the fundus, 
and especially against the placental site, if its posi¬ 
tion be known, and the ends left projecting to 
facilitate their subsequent removal. The uterus 


eventually contracts down on to the gauze, and 
in some cases the plugs are partly expelled into 
the vagina, unless, as some prefer, that is also 
plugged. 

Where plugging is done after a full-time labour, 
it is wiser to obtain the further help of styptics by 
means of soaking the highest strips in iodine or 
iron solution. Plugging the vagina alone is of 
course useless. Where gauze is not available, lint 
or any aseptic material may be used. 

Having succeeded in stopping the haemorrhage, 
it becomes our duty next to treat the consequences 
of the haemorrhage. 

To relieve the collapse let the patient lie with 
her head low, and let the foot of the bed be raised. 
Auto-transfusion—the bandaging of one or all limbs 
so as to drive the blood to.the more important 
organs—is useful. If you have only one bandage, 
it should be applied in turn to each limb, a cord or 
indiarubber drainage-tube being tied round each 
limb after the bandaging has more or less emptied 
the blood-vessels. This measure is painful after 
awhile, and is therefore a very temporary expe¬ 
dient. 

To obtain the rest so urgently needed give opium, 
either in the form of liquoropii sedativus, xxx ; 
or a hypodermic of morphia gr. or in the form 
of a suppository containing £ grain of hydro¬ 
chlorate of morphia and 1 grain of extract of 
belladonna. 

To restore the strength give raw beef juice 
and pepsine, either by the mouth or by the 
rectum. 

Intra-venous saline injections (33 to Ojat ioo° F.) 
are much to be preferred to intra-venous transfu¬ 
sion of blood, as they can be given with greater 
ease, safety, and rapidity, the apparatus is less 
complicated, and the results are probably quite as 
good. 

I saw recently a case of severe haemorrhage due 
to rupture of the vagina and uterus. When I got 
to the house the poor woman was in a state of pro- 
found collapse; but, after some delay before the 
hot water and salt could be obtained, two pints 
were injected, and in ten minutes her pulse was 96, 
and she seemed but little distressed. 

When there is time I prefer to lay bare the vein, 
pass two sutures underneath it, make the incision 
between these sutures, inject the fluid, and tie the 

vein by means of these sutures, first below and 
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subsequently above the incision. Two to three 
pints may be given at a time. All the apparatus 
necessary is a suitable nozzle like this: some 
indiarubber tubing, and a glass funnel. Ordina¬ 
rily, however, Richardson’s or Galabin’s apparatus, 
or a glass vessel to hang on the wall, similar to 
those used now for douching, enemata, or for 
irrigating wounds, should be used. In either case 
a piece of gauze or flannel should be placed at the 
bottom of the vessel before the solution is poured 
in, to prevent any undissolved salt or debris passing 
into the vein. 

Whenever any internal manipulation has been 
resorted to, and more especially if the discharge 
become offensive, it is necessary to wash out the 
uterine cavity with a solution of corrosive sublimate 
(i in 4000) or of tincture of iodine (|iij aa Oij) 
at a temperature of iio° F. Under any circum¬ 
stances daily vaginal antiseptic douches of iodine 
and water, or carbolic acid and water, should be 
used. 

The treatment of secondary is, as regards general 
principles, much the same as that for primary Post 
Partum Haemorrhage; but if it should occur some 
days after labour, there is the additional difficulty 
of getting readily into the uterus. If due to sudden 
displacement the cause is quickly ascertained, and 
the haemorrhage will cease soon after the displace¬ 
ment is put right. If due to sudden relaxation of 
the uterine muscles from emotion, the haemorrhage 
will, as a rule, be transitory, and will yield readily 
to a combination of ergot, bromide of ammonium, 
and digitalis; or cannabis indica may be given 
alone. 

If the haemorrhage persists it becomes a question 
of dilating up the uterus. The patient being anaes¬ 
thetized, I prefer to dilate rapidly with metal bou¬ 
gies till I can admit an examining finger, the uterus 
being drawn down and held steady by vulsellum 
forceps. Possibly a piece of placenta may be then 
detached by the finger. Sometimes the cavity is 
thoroughly curetted with a blunt curette, the opera¬ 
tion being completed by swabbing out the cavity 
through a speculum with a Playfair’s probe covered 
with cotton-wool soaked in linimentum iodi. This 
provokes contractions and thrombosis, and renders 
the cavity aseptic; and if this proceeding be care¬ 
fully performed the haemorrhage rarely recurs, espe¬ 
cially if a course of ergot be then administered. 

Time does not allow me to even touch upon the 


treatment of the haemorrhages, fortunately usually 
less serious, which take place from other places 
than the placental site. 


CLINICAL NOTES. 


(.Specially reportedfor The Clinical Journal . Revised in 
each case by the Author.) 


SOME CLINICAL OBSERVATIONS MADE 
IN THE WARDS OF CHARING CROSS 
HOSPITAL. 

By Dr. MITCHELL BRUCE. 


On a Case of Gastric Ulcer. 


You have heard the clinical clerk read the 
previous history and the present symptoms of this 
woman. They all point to the diagnosis of Gastric 
Ulcer, a remarkably definite morbid condition, of 
which you must have a clear anatomical picture in 
your minds before you attempt to order prophylactic 
or remedial treatment for it. The patient has 
suffered now for four years from— 

(1) A persistent continuous pain in the epigas¬ 
trium, passing through to the back, a pain which is 
increased by taking food, by movement, and by 
pressure. 

(2) Vomiting , which comes on after taking solid 
food, not as a rule after liquid food, though even 
then it occasionally occurs. 

(3) Hcematemesis , the blood being occasionally 
red, occasionally dark and clotted. 

Of these three symptoms, the first, the cardinal 
symptom of Gastric Ulcer, a persistent continuous 
pain y undergoing exacerbations such as I have 
mentioned, is the most important symptom in 
Gastric Ulcer. The patient has suffered from this 
for four years, off and on ; that is to say, during 
certain portions of this time the ulcer has tem¬ 
porarily healed. You should remember that a 
chronic Gastric Ulcer, such as this would be 
termed, is, to use Niemeyer’s paradox, an acute 
disease; or, more correctly, a recurrent Gastric 
Ulcer having periods of rest and healing, alternating 
with periods of activity and breaking down. When 
it is in this state there is the persistent pain, which, 
with its other characteristics, is typical of Gastric 
Ulcer. 
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The vomiting of Gastric Ulcer has a definite 
relation to the taking of food, sometimes occurring 
so rapidly that the patient has to get up and leave 
the table after a few mouthfuls of food. It is not, 
however, so characteristic a symptom as the pain, 
and is often absent. It is not advisable, therefore, 
to over-estimate its value or regard it as a cardinal 
symptom; and, particularly, we must be careful 
not to deny the existence of Gastric Ulcer because 
the patient is never sick. 

Hcematemesis is of two kinds, one being due to 
the ulceration opening up an artery, the other 
rather due to irritation of the surface. In the first 
case, the haemorrhage may be excessive. This 
patient tells us that she has vomited up as much as 
a pint of blood at a time. The blood is retained 
in the stomach for some few minutes before it is 
rejected, and, during this time, the patient has more 
or less nausea and faintness, and feels obliged to lie 
down. If due to irritation, there is not the same 
shock, as the haemorrhage is not so profuse. The 
fact cannot be too strongly impressed upon you 
that these attacks of haematemesis are particularly 
liable to occur at the menstrual periods in women. 

The indications for treatment in Gastric Ulcer 
are:— 

(1) Rest, general and local. 

(2) Local treatment of the ulcer, by means of 
drugs administered through the mouth. 

(1) Rest, general and local\ is ordered on the 
great therapeutical principle that rest promotes 
repair. General rest of the body is obtained by 
putting your patient to bed, and keeping her quiet 
there. As a rule, this step in the treatment, which 
is by no means generally observed by practitioners, 
is quickly followed by a diminution in the severity 
of the symptoms. Local rest of the stomach is 
obtained by avoiding everything which distends it, 
excites muscular movement, stimulates the secretion 
of gastric juice in quantity, or brings irritating 
matter, such as solid food, in contact with the ulcer. 
We therefore order fluids only, such as beef tea 
and milk ; we give them in a peptonised form to 
excite less functional activity in the stomach; and 
we direct them to be administered cold, as they are 
then less likely to irritate. As to the amount, we 
give from one teaspoonful to five tablespoonfuls at 
a time, according to the severity of the case; I 
cannot lay down any definite rule, but prefer in 
each case to feel my way. In no case, however, 


do I give more than five tablespoonfuls every two 
hours at first. 

For several days after an attack of haematemesis 
I give no food by the mouth, but entirely depend 
on nutrient enemata. Peptonised milk or beef tea, 
in quantities of four or five ounces, with half the 
yolk of an egg, administered every four hours, will 
be found sufficient. Where necessary, brandy and 
opium in the form of tincture can be added, one 
tablespoonful of the former, and ten to fifteen 
minims of the latter, according to circumstances. 
In this Hospital we never have any serious difficulty 
in keeping young women on these nutrient enemata 
for weeks at a time, rejection being most uncommon. 

The best drug to administer, with a view of assist¬ 
ing the ulcer to heal, is bismuth. I order twenty 
grains of subnitrate of bismuth every few hours. Its 
action is not only sedative to the stomach, but it 
probably forms a protective covering to the ulcer. 

With this dietetic treatment, general and local 
rest, and bismuth as a gastric sedative and protective, 
the pain will entirely disappear in most cases; in 
other cases it is necessary to give some anodyne. 
We may then give by the mouth the solution of 
hydrochlorate of morphine ; or if this fail to relieve 
or be rejected by the vomiting, a hypodermic 
injection of morphine may be administered, accord¬ 
ing to the urgency of the patient’s condition. In 
other instances the endermic method may be used, 
by blistering the skin of the epigastrium, and then 
dusting over the sore with a combination of starch 
and acetate of morphine. 

When after a fortnight’s treatment (this time 
being chosen as the period usually occupied by the 
healing of the ulcer) all pain and other symptoms 
have disappeared, we allow the patient to sit up for 
about an hour; and if there is no recurrence of 
pain, we increase the time each day. I do not 
allow any solid food until the patient has been up 
for two days at least without recurrence of pain, 
and then I proceed very cautiously, allowing her 
at first to eat only a little custard pudding or bread 
and milk, and then boiled fish. 

The morphine I stop when the pain is controlled. 

The bismuth may be continued indefinitely, 
unless it increase the constipation naturally present 
in all these cases. 

I do not say that it would not be equally bene¬ 
ficial to gradually increase these patients’ dietary 

before they sit up, being guided by the same indi- 
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cation as before—the recurrence or absence of 
pain—as to continuing it. It is not, however, in 
my opinion good practice to simultaneously permit 
the two liberties together—the sitting up and the 
solid diet—without first feeling our way with one 
alone. The important point is to be not only 
systematic but as simple as possible in our thera¬ 
peutical measures, so that we may have little 
difficulty in interpreting their effects. This is the 
routine treatment of Gastric Ulcer practised in 
these wards, and invariably, we may say, with 
success. 


Hsematuria occurring during Chronic 
Bright's Disease. 

The urine of this child, and that of a man in 
another ward, resemble one another in that they 
are u smoky ” in appearance, owing to the presence 
of blood in the urine. 

Both are cases of chronic Bright’s Disease. 

The Haematuria points to an acute exacerbation 
supervening on the chronic disease, due to conges¬ 
tion of the kidney. The most common causes of 
this congestion are chili and errors in food or 
drink. In both these cases the cause was chill. I 
call your attention to the clinical importance of 
these cases, on account of their imminent danger. 
The congested kidneys have been relieved by 
luemorrhage into the uriniferous tubules. Some of 
the blood has escaped, as we see, with the urine, 
and this portion need cause no alarm. But is it all 
escaping ? Some is now probably coagulated and 
filling these tubules in the form of little plugs, or 
“ casts," as we call them when they are found in 
the urine. In these plugged tubules the secretion 
is stopped, and consequently there is danger of 
uraemia. When the man was admitted he had 
headache and muscular twitchings, and might be 
regarded as in the earlystage of this grave condition. 
He has much improved by rest in bed, warmth, 
purgation, and proper diet. I give such cases milk, 
not only to avoid the formation of toxic products, 
but further and chiefly, because it is a very active 
and a perfectly bland diuretic. 

If haemorrhage persists, dry cupping over the 
loins is sometimes very useful. When it has 
stopped, diuretics are indicated to wash the plugs 
out of the blocked tubules. The question as to 
which is the most suitable diuretic is a very diffi¬ 
cult one. Milk and distilled water are the best; 


and along with these it is naturally safer to order 
saline diuretics, such as the citrate and acetate of 
potassium, than direct stimulants of the renal cir¬ 
culation, such as juniper, turpentine, or nitrous 
ether. Free and regular purgation must never be 
omitted in these cases. 


THERAPEUTICAL NOTES. 


Abortive treatment of Bubo: 

According to Dr. Welander an injection of fif¬ 
teen minims of a i per cent, solution of benzoate 
of mercury in the neighbourhood of a bubo will 
prove an abortive form of treatment. 

(Prager Med . Woch.) 

Salol as a Prophylactic against Gall¬ 
stones : 

Dr. Strisover recommends the continuous use of 
4 or 5 grains of salol or salicylate of sodium as a 
prophylactic against gall-stones. 

(Nouv. Rem. Allg, Med. Cent . Ztg.) 

Benzine as a local application for Pity¬ 
riasis Versicolor and Boils: 

In cases of Pityriasis Versicolor, Langdon uses 
benzine as an antiseptic and an antiparasitic appli¬ 
cation. Applied to the affected part by means of 
a piece of cotton wool previously moistened with 
it, a complete cure is said to be obtained in three 
days. For boils it must be applied in the same 
way, but at the same time it should be firmly but 
gently rubbed in. The applications should be 
made about every two hours during the first day, 
and then two or three times in twenty-four hours. 

(.Deutsche Med. Wochenschrift .) 


Coffee as a Cause of Pruritus: 

Dr. Brown Sequard again draws attention to the 
fact that occasionally Pruritus Ani depends upon 
drinking coffee, and publishes a case in which 
leaving off the beverage completely cured a case, 
the malady returning on recommencing the 
beverage. 

( Therap . Monat.) 


Enemata of Salt Solution for Vomiting of 
Pregnancy: 

Dr. Weist of Vienna recommends large enemata 
Oij to Oiij of warm p.c. Sodium Chloride Solu- 
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tion for the persistent vomiting of pregnancy. The 
injection is to be used at first twice a day, but 
probably he says not more than half a dozen will 
be required.— {Centralbl.fur d. gesam . Therapie .) 


Hypodermic Injection of Infusion of Digi¬ 
talis: 

Dr. Zienetz strongly recommends the following 
method of subcutaneous injection of digitalis when 
the ordinary method of giving it by the mouth has 
failed. He takes 5 grains of dried digitalis leaves, 
and pours on them 2 ounces of boiling water, and 
injects 5 to 10 mins, of the resulting infusion. 

(Wiener Med . Pressed) 


knitting needle, introduces it into the nose, and 
withdraws the needle, leaving the cotton in the 
nose. A second and third are introduced thus, 
until the entire cavity is filled. Then one may 
begin with the opposite side, and do likewise. In 
the course of a quarter of an hour, the mucous 
membrane begins to'secrete profusely, and if the 
cotton is then removed, it will be found that it is 
saturated with secretion, and the crusts lie on the 
rolls of cotton, thus leaving a nicely cleaned cavity 
for the application of the remedies. He never 
applies any watery solutions. He uses ointments, 
which are rubbed into the nasal mucous membrane, 
or powders, which are insufflated.— {Med. Record .) 


Haemoptysis as a Symptom in Aortic 
Aneurism: 

Dr. P. Hampeln calls attention to the fact that 
slight Haemoptysis continuing even for seven or 
eight weeks does not exclude aneurism of the aorta, 
in fact, if other obvious causes be not present, the 
symptom rather points to a hidden aortic aneurism. 

{Perl. Klin . Wochenschrift.) 


Knee Jerk as a means of Prognosis in 
Diabetes Mellitus: 

Dr. Leun£ gives the knee jerk as a symptom of 
great prognostic significance in Diabetes Mellitus. 
If it is absent or weakened the prognosis is bad in 
proportion to the diminution. 

( Munchen. Med. Woch.) 


Antipyrin in Lead Colic: 

Drs. Devic and Chatin relate two cases of lead 
colic, in which relief was obtained by antipyrin. 
In one case it was the first attack ; in the other it 
was the tenth attack of colic, the latter patient also 
having well-marked extensor paralysis. One 
drachm during the twenty-four hours was adminis¬ 
tered.— {La Province Medicate.) 

Ipecacuanha in Uterine Inertia: 

Drapes says this remedy in simple atony of the 
uterus is a powerful agent in producing uterine 
contraction during the first and second stages of 
labour. 

In general, two or three doses of from ten to 
fifteen drops of the wine of Ipecacuanha, given at 
intervals of ten minutes, produce in a short time 
marked activity of uterine action and a rapid birth. 
It is much better than ergot as it does not provoke 
tetanic contraction, but only induces normal and 
regular expulsive efforts. 

A Substitute fop the Nasal Douche : 

Dr. Blocbaum no longer uses the nasal douche in 
removing crusts from the nasal cavity. He simply 
twists a long and thin roll of cotton wool on to a 


Hypodermic Injections of Sulphuric JSther 
in Sciatica: 

Dr. Chindamo obtained most astonishing re¬ 
sults in cases of Sciatica by the subcutaneous in¬ 
jection of Sulphuric ^Ether. One or two injections 
daily at the seat of pain on pressure. 

{Centrbl. f. Klin . Med.) 


For Hyperidrosis of the Hands. 

Med. Zeitung ): 

ft Acid. Boric. ... 

Sodae Biborat.... 

Acidi Salicyl. ... 

Glycerini 
Alcohol 


Sig. 


{Deutsche 

5 parts 
aa 15 parts 

aa 30 parts 

Rub some of this into the hands three 
times a day. 


For Anaemic Headaches associated with 


Uterine Disorders: 


ft Spt. Menth. Pip. 

3 U 

Ammon. Bromid. 

si 

Tinct. Cannabis Indicae 

3 j 

Mucilag. Acaciae 


M. A teaspoonful in water 

three times a 
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A CASE OF UNILATERAL PHTHISIS 

With Early Excavation in the 
Middle Lobe. 

Remarks on the Diagnosis of Apex Ex¬ 
cavations ; and on the importance of 
a careful Examination of the Axillary 
Region. 

By W. EWART, M.D. Cantab., F.R.C.P., 

Physician to St. George's Hospital; Clinical Lecturer and 
Teacher of Practical Medicine ; Physician to the Belgrave 
Hospital for Children ; Late Assistant Physician and 
Pathologist to the Brompton Hospital for Consumption. 


The case affording the subject for this clinical 
lecture might be regarded as an ordinary one of 
phthisis, calling for little notice. Yet I hope it 
will illustrate some important practical points, and 
some valuable lessons. 

As originally described to me it promised to 
present some pathological interest, as an instance 
of isolated excavation at the anterior base of the 
right lung. It now proves to be a case of less 
unusual type, but it acquires clinical interest in 
connection with the causes which led to its being 
imperfectly diagnosed by myself and by others at 
the beginning. 


Examination of the Chest on October 22nd: Percussion.— 
Right front: The right clavicle and the supra-clavicular 
region yield a higher percussion note than the left ; and 
these parts are slightly tender. Dulness begins at the lower 
border of the fourth cartilage, extending from the nipple line 
to the sternum, and in less degree outwards so far as the 
axillaiy base. 

Rignt back : The inner supra-spinous fossa, and the inter* 
scapular region in its middle third are slightly dull and 
tender. The base is dull in its outer half up to the level 
indicated in front. The vocal fremitus is lessened over the 
dull area. Left front resonant on percussion. Left back 
resonant. 

Auscultatioft. —Right front: Nothing special noted at 
the apex. Below the fourth cartilage pectoriloquy is 
heard between the nipple line and the parasternal line. 
Internal to the parasternal line pectoriloquy is louder, 
and over a surface rather larger than one inch square very 
high-pitched tubular or cavernous expectoration is per¬ 
ceived after a long-drawn breath, together with harsh 
crackle. 

Right back s At the inner supra-spinous region there is 
whispering pectoriloquy and (?) tubular breath sound. 
The tubular respiration is more distinct at a spot two 
inches to the right of the third dorsal spine. A transient 
rale is heard in this situation. At the base the respiratory 
murmur is much diminished, and likewise the voice 
sounds. 

A subsequent examination on October 27th gave the 
same results. The rales over the small basic cavity were 
of decided cavernous type. There was no evidence of 
cavity either at the upper or at the lower part of the 
right back. On this occasion rather crisp, small rales oc¬ 
curred at the end of inspiration over the entire front of the 
chest. Nevertheless the respiratory excursion of the right 
chest was considerable, especially at the upper part, and this 
circumstance supported the negative evidence as to any apex 
excavation. 

Progress. —The temperature oscillated through a range of 
14° above normal, except after examinations of the chest, 
when it rose higher. Night sweats occurred between the 
25th and 28th, but they ceased on the second night after 
taking the following pills, which I usually prescribe with 
success :— 


Case and Early Physical Examinations.— I am indebted 
to my clinical clerk, Mr. Gayer, for the following notes:— 
M. H., set. 25, married, has had two children, the second 
born eight months ago, and no miscarriages. Her father 
died of phthisis, aged 35, but her mothtr and all her 
brothers and sisters are alive and healthy. Her previous 
health appears to have been good, with the exception of 
measles and scarlet fever in childhood. She is of a 
nervous and excitable temperament. Her habits have 
always been regular. Recent Clinical History: She has 
been nursing her child till four months ago. Five months 
ago she had a fit of shivering and began to cough; has 
lost flesh since then. The present illness began a month 
ago with a sharp pain just above the right nipple, with 
aggravation of the cough, with shivering fits and night 
sweats, but did not take to her bed until admitted into the 
ward. 

On admission : A pale, frail woman, with thin and 
pinched features, limbs wasted, and a weak voice. Tem¬ 
perature, 99*6; pulse, 112; respiration, 36; tongue coated 
in the centre; cough moderate; expectoration mainly 
mucous, hyaline, confluent, with slight greyish and yellowish 
streakiness. 

Vol. VI. No. 24. 


1 $. Quin. Sulph. 

Zinci Sulph. 

Ext. Hyoscyami . aa gr.iij 

Ext. Nuc. Vom.. gr.j 

M. Ft. pl.ij horfl somni omni nocte sumdoe. 

She was allowed to get up after two weak9, and Wa4 
found to have gained 3lbs. in weight. The following week 
she added albs, to this gain. 


Summary of the Case as Diagnosed .—Early 
phthisis, beginning during lactation, with rigors, 
but without much constitutional disturbance, and 
without haemoptysis. Excavation at the right an¬ 
terior base (middle lobe); dulness at the right 
posterior base, probably due to thickened pleura; 
dulness, pectoriloquy and tubular breathing at the 
inner portion of the right supra-spinous region; 
catarrh affecting the right lung in front. 
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Comments on Basic Excavations, Primary and 
Secondary : and on Disease of the Middle 
Lobe. 

The almost universal localization of primary 
excavation at the apex, and its rarity at the base 
made one regard with some diffidence the con¬ 
clusions which the facts of the case seemed to 
impose; and whilst recognizing the evidence of 
excavation I expressed the reservation that a careful 
search should be made over the right upper lobe 
before finally concluding in favour of primary basic 
excavation. 

I cannot enter here upon a discussion of the 
influences which localize early phthisis, and there¬ 
fore early excavation, at the apex. No satisfactory 
explanation has yet been given. Those hitherto 
proposed have been based— 

(1) Upon alleged local peculiarities of the respi¬ 
ratory structure of functions; and 

(2) Upon alleged peculiarities of the blood 
vessels and of the blood supply of the part. 

(3) The lymphatics and their function might 
have been regarded as still more closely con¬ 
nected with the localization of disease; but a theory 
based upon their influence has not been, as far as 
I know, suggested hitherto. 

Of the primary form of tubercular excavation at 
the base it need only be said that it is rare. I show 
you a specimen in which the base was excavated 
first, the whole lung being solidified by caseous 
pneumonia. 

In the vast majority of instances basic excavation, 
if present at all, is not only secondary in point of 
time, but also, as I endeavoured to show in the 
Gulstonian Lectures on “Pulmonary Cavities, 
their Origin, Growth and Repair,”* secondary by 
derivation. Starting from an idea, which I owed to 
my then colleague Dr. Reginald Thompson, that 
auto-infection of the lung by inhalation of morbid 
secretion into fresh bronchial districts was a pro¬ 
bable mode of extension of the phthisical process, 
I attempted to prove that the implication of the 
lung progresses from above downwards gradatim ; 
and that the implication of the upper part of the 
lower lobe may be taken to be secondary^to the 
inhalation from the upper divisions of the'bronchial 
tree. I drew attention to the regularity with which 
secondary deposits of tubercle were found in the 


• See Lancet and B. Med. Journal, 1881. 


posterior lobes at their upper part, supplied by the 
large bronchial division which I have termed the 
“ posterior-horizontal,” and the branches of which 
are more fully described in my work on the 
Bronchi and Pulmonary Blood Vessels, t This 
second implication of the scapular region of the 
lung has since then been noted by Dr. Kingston 
Fowler and by other observers. The base of the 
lung does not become involved until a yet later 
stage in the disease. 

The Middle Lobe .—Most pathologists familiar 
with the morbid appearances of the lung in 
advanced phthisis will agree with Dr. Reginald 
Thompson’s observations, and my own, that the 
middle lobe is the last to be affected. Often this 
is the only portion of the lung still containing air 
at the time of death, and very frequently it is then 
the seat of excessive inflation. In phthisical lung* 
it may be described as the ultimum moriens . This 
relative immunity and this final respiratory activity 
may have their explanation :— 

(1) In the comparative small use made of this 
lobe (its inflation requiring energetic breathing) 
during the early periods, when the stress of 
respiration falls upon the more easily expanding 
lateral regions of the lung; 

(2) In the hypostatic affections of the posterior 
bases, resulting from continued dorsal decumbency 
in the advanced stages; and 

(3) In the supreme respiratory efforts at the 
final stage, calling once more into play the reserve 
of breathing tissue contained in the middle lobe. 

You now thoroughly realize the unlikelihood of a 
primary excavation of the middle lobe, and my 
reason for suspecting the existence of previous 
diseases elsewhere, in spite of the absence of 
obvious signs. From the first I was inclined to 
regard the basic excavation as a mere diverticulum 
from a cavity beginning higher up, and under this 
impression I undertook a more careful examination 
of the chest. 

Physical Signs found on Nov. %th .—An examination of 
the right apex in front failed to detect any cavernous 
signs. At the outer part of the supra-spinous fossa I 
recognized distant cavernous breathing, but the senior 
students around me failed to obtain the same result. 
Returning now to the front of the same side of the chest, 
I detected decided dulness in the outer sub-clavicular 


t The Bronchi and Pulmonary Blood Vessels; their 
anatomy and nomenclature, with a criticism on Professor 
Aeby's views on the Bronchial tree of Mammalia and of Man. 
London: J. and A. Churchill, 1889. 
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region, dose to the head of the humerus. You are aware 
that in this situation our percussion is really applied to the 
muscles rather than to the thoracic surface, which does not 
extend so far outwards. But the dulness, which taken alone 
would be very unreliable evidence, was associated with dis¬ 
tant cavernous respiration extending over a narrow vertical 
area. Here again my companions did not succeed in con¬ 
firming my auscultation. 

# The patient was then directed to raise the arm. Quite 
high up in the axilla, os far as the stethoscope could reach 
and tnere only, loud and unmistakable cavernous breath¬ 
ing was heard, not only by myself but by each of the dinical 
pupils. 

Further examination led to the discovery of an oblique 
strip of dulness, coindding nearly with the lower border 
of the Pectoralis Major, and extending from the axillary 
region towvds the lower sternal border. Along this line, 
especially in its upper part, suction rales and creaking 
rales were heard, such as are produced in narrow cavities 
with fibrous walls. But this time the small cavity at the 
interior base gave no auscultatory signs, except dulness 
and loss of all respiratory sounds. On a previous occasion 
the cavernous sounds had been noted as absent, and had 
subsequently reappeare 1. 

Final diagnosis. —Evidence was thus obtained of 
precisely that condition, the existence of which had 
been from the first suspected, although not then 
confirmed by any physical signs; viz., primary 
excavation at the apex, or rather at the upper axillary 
region, with a diverticulum extending to the anterior 
base. This conclusion was supported not only by 
physical signs, but by the alternate filling and 
emptying of the diverticulum, analogous to that 
which is observed in the sacculations of a dilated 
bronchus. 

Prognosis .—Although the probability of tempo¬ 
rary improvement is not excluded, the shape and 
the extent of the excavation in this case must be 
regarded as a very unfavourable feature. The 
persistent catarrh of the right lung is not only an 
ominous sign, but a source of danger, from the 
possibility of intercurrent broncho pneumonia, and 
as affording a favourable nidus for the spread of 
bacilli. Against this may be set the patient’s fairly 
good strength, and especially the limitation of the 
disease to one lung. In any case of phthisis this 
limitation is the first element towards recovery. 
From my passing allusion to auto-infection you may 
have gathered how easily the sound lung might 
suffer. Indeed, it is little short of marvellous that 
so often the second lung should escape, in spite of 
its permanent and almost direct contact within the 
chest, with a disease which invaded the first lung 
from without Indirectly, disease of one lung is in 
some degree protective for the other lung, by reason 
of the hyperventilation it induces in the latter. 
This observation has a strong bearing upon treat¬ 


ment. Unfortunately the poor patient is practically 
excluded from all hope of carrying out the ideal 
treatment to be described, and prognosis in her 
case is not what it might otherwise have been. 

Treatment. —Besides the pills mentioned above, 
tonics, strychnine and iron, cod liver oil, port wine, 
and a generous diet have formed what may he 
termed the general treatment. The special treatment 
of pulmonary disease is, I need hardly tell you, by 
air and through air. Climate is its basis; open air 
life its essential feature; hyperventilation of the 
lung its constant object, towards the attainment of 
which altitude is a powerful aid. In dealing with 
the poor we are still deprived of the means of 
carrying out these indications. A very humble 
substitute is the inhalation of dry medicated air f 
moisture being unfavourable in phthisis. With this 
view I introduced some years ago a simple form of 
inhaler,* consisting essentially of a WooUFs bottle, 
with a long air-supply tube ending in the medicated 
cotton wool or tow at the bottom, and a short 
extraction tube ending close below the cork. To 
the latter tube is attached a long india-rubber tube 
with mouthpiece, by means of which inhalation can 
be performed at a distance from the bottle, in any 
posture, and without any discomfort. The following 
solution is comforting and beneficial as a stimulant 
and as an ozonizing agent: 

1 $ Sp. Chlorof. 

Terebene. 

OL Pin. sylvest. 

aa partes cequales. 

Of this two teaspoonfuls are to be poured into the 
bottle once or twice daily; and inhalation is to be 
performed for two or three minutes at frequent 
intervals (every two or three hours, or more 
frequently). It need hardly be observed that a 
great part of the advantage of this treatment resides 
in the respiratory exercise which it implies. 

Remarks on the Auscultation of the Axil¬ 
lary Region, and on Spurious Cavernous 
Breath-sounds in the Supra-clavicular 

AND SUPRA-SPINOUS FoSSjE. 

We may derive an important practical lesson 
from the history which has just been given. In all 
cases, as a matter of routine, but with special care 

• Supplied by Messrs. Cooper, of Gloucester Road, S.W. 
(close to Metropolitan Station.) 
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in those where the suspicion of phthisis exists with¬ 
out manifest lesions, the apex must be explored 
from every side. Our percussion and auscultation 
should work round the summit of the thorax inch 
by inch . I shall presently give reasons why the 
upper axilla should be examined with special atten¬ 
tion. In order to do this effectually we must direct 
the patient ta place , the flat of the hand on the 
occiput, thus abducting as well as elevating the 
elbow, and enabling the stethoscope to reach the 
second rib between the muscular folds of the armpit 

Spurious cavernous or tubular breathing is a fer¬ 
tile source of errors in diagnosis. It is especially 
apt to be heard in the supra-clavicular and inner 
supra-spinous regions, and it has its origin in an 
unusually loud conduction of the tracheal sounds. 
You are familiar with the anatomy of the supra - 
clavicular region. The upper thoracic opening is 
very narrow, allowing only a slender cone of lung 
to extend above the first rib and clavicle. The 
tissues, deprived in phthisis of much fat, are rela¬ 
tively good conductors; and tracheal breath and 
voice sounds are apt to be conducted by them 
and by bone and cartilage, so that it is often diffi¬ 
cult to judge how much of the abnormal respiratory 
sounds is really pulmonary or merely conducted 
from the trachea. 

Likewise at the back, the portion of the supra¬ 
spinous fossa over which the lung can be directly 
examined is small, the square part of the shoulder 
being devoid of lung, and the inner end of the 
supra-spinous region corresponding to the trans¬ 
verse processes of the 7th cervical and 1st dorsal 
vertebrae. 

Outside the thorax the medium of conduction is 
most often bone. A certain amount of bony con¬ 
duction is the inevitable consequence pf the close 
anatomical relationship between the trachea and 
the cervical spine. The sound directly communi¬ 
cated to several of the vertebrae will spread to the 
entire structure of each, and may even be trans¬ 
mitted from them to neighbouring structures, 
especially to the head of the ribs. If you will 
place your stethoscope over any of the spines of 
the lower cervical or of the upper dorsal vertebrae, 
you will be struck with the loudness of the tracheal 
sounds conveyed by the slender laminae to the rela¬ 
tively distant extremity of the spinous process. The 
transverse processes are not quite so far from the 
trachea, and should, by reason of their more simple 


communication, receive a larger volume of sound. 
We have an opportunity of verifying this fact in 
conection with the lowermost cervical and with 
the upper two dorsal vertebrae in very thin subjects, 
and especially in those with sloping shoulders of 
phthinoid type. The transverse processes, usually 
buried in thick muscle, and well covered by sub¬ 
cutaneous fat, are in them much nearer the surface, 
although never so near as the spines. A glance at 
the skeleton will show you that the cervical spine 
broadens much at this part, and that the two first 
ribs present at their origin a sloping broad posterior 
surface which adds to the massive aspect of this 
section of the vertebral column. It is in this 
region, viz. at the inner portion of the supra¬ 
spinous space, that the conducted sounds are 
frequently heard. In phthinoid chests the greater 
slope of the ribs tends to approximate them to each 
other, thus favouring tracheal conduction. 

The same remarks are in part applicable to the 
supra-clavicular regions. The upper thoracic orifice 
being very small in all its diameters, and specially 
small in phthinoid chests, the influence of the 
massive vertebral column as a conductor is in them 
proportionately great. The vertebra may be said 
to receive the tracheal sounds in front, and to 
radiate them laterally. You will convince your¬ 
selves of this by the direct application of the chest- 
piece of your stethoscope to the side of the meek of 
any subject. In some subjects you will readily 
recognize the part played by the transverse pro¬ 
cesses in sound-conduction forwards and upwards. 
Again, if the lower cervical glands should be 
enlarged, they will probably take up the conduction 
and propagate the sound to spots not in direct 
contact with bone. 

Passing now to intra-thoracic sounds , we must 
not forget that there is also a possibility of tracheal 
sounds being conducted through pulmonary sub¬ 
stance. This, however, could only occur as a 
result of consolidation or of compression of the 
apex. Still the important question whether the 
sounds heard were those from an apex cavity or 
conducted from the trachea would have to be 
answered. I have said enough to explain to you 
that to be of use in diagnosis your auscultation of 
these regions must be very discriminating; and 
that the due interpretation of tubular, of cavernous, 
and of blowing sounds at the front or at the back 
of the apex is no easy task. 
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Helps for- Discriminating Conducted 

Tracheal from Intrapulmonary Sounds. 

The similarity between the two sets of sounds is 
so great that an observer may sometimes have to 
decide for himself by intuition rather than by the 
strict results of physical examination ; and having 
satisfied himself, he may find it impossible to give 
reasons equally satisfying for others. The doubtful 
cases being precisely those in which phthisis is 
prima facie likely enough, he is deprived of the 
indirect help of collateral evidence pointing away 
from phthisis. Percussion may help; but it is well 
known that a thickened pleura giving rise to some 
dulness is a very common peculiarity at the apex, 
even in the absence of phthisis. The chief means 
at our disposal are two— 

(1) Alternate tracheal auscultation, and 

(2) The auscultation of cough. 

(1) Alternate Tracheal Auscultation .—The ob¬ 
ject is to compare the doubtful sound with the 
undoubted tracheal sound. There are two ways 
of doing this, either by starting from the site of one 
of the two sounds and gradually working the 
auscultations up to the other site,—from the 
trachea* for instance, outwards to the supra-clavi- 
cular fossa or vice-versa;—or else by actually 
alternating the auscultations of the doubtful sound 
with those over the trachea. Posteriorly, instead of 
listening over the trachea it will be quite sufficient 
to listen over the spinous processes; By these 
procedures we may catch any point of strong 
resemblance between the sounds; or by tracing 
their continuity we may identify them as being one 
and the same. 

(2) The Auscultation of Cough .—Never lose 
sight of the essential rule, often impressed upon 
you, that no auscultation is in the least trustworthy 
which has not tested the cough. In any doubtful 
case cough helps us in two ways. First, because it 
may bring out peculiarities purely tracheal, which 
might help us to identify the conducted tracheal 
sounds; and secondly, because, if any latent 
pulmonary moist sounds should have been missed, 
they will then be brought out. If they be absent 
the likelihood of the sound being of a cavernous 
origin will be greatly .diminished; if present, their 
character will give valuable and often decisive 
information. When large and cavernous, they 
proclaim the fact of excavation; when small and 


viscid rather than crackling, they indicate the pre¬ 
sence of catarrh, and the absence of excavation in 
the superficial layers of the apex, although not 
necessarily in the depth. I venture to say that in 
this patient the sounds which I heard at the inner 
supra-spinous region at my first examination were 
those of conducted tracheal respiration. I think so 
because on that occasion no rales were audible 
there; and an absolutely dry state of an apex 
cavity, in this climate and at this season, is ex¬ 
tremely unlikely at the time when catarrh pervades 
the rest of the same lung. At my second examina¬ 
tion cough elicited rales of smaller size than the 
cavernous, confirming the same negative conclu¬ 
sion. 

The Axilla as a Site of Election in the 
Examination of the Apex. 

In conclusion let me revert once more to the 
most important lesson which the present case has 
taught us. In one sense the upper axilla is a site 
of election in the examination of the apex. In the 
upper axilla, between the thorax and the stethoscope 
skin only and areolar tissue intervene. We are 
here at a maximum distance from the trachea; and 
safe from the disturbing influence of any tracheal 
conduction, whether by bone or even by lung. 
Any cavernous sound heard here acquires additional 
significance from the absence of any bronchi of 
large size, such as we encounter nearer the sternum. 
Our diagnosis of the derivation of the sounds is, 
therefore, not qualified by any doubt. Any tubular 
breathing heard in the upper axilla means con¬ 
solidation ; any cavernous breath sound means 
excavation. Thus we can always make sure of 
ascertaining the condition of the outer aspect of 
the apex ; but we may also find here more definitely 
than anywhere else information concerning the 
state of its central parts. 
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A CLINICAL LECTURE 

OK 

THE SUTURE OF NERVES AFTER 
INJURY. 

By J. DUNCAN, F.R.C.S. Ed., LLD., F.R.S.E., 
Surgeon to the Royal Infirmary, Edinburgh. 

Gentlemen, —That a divided nerve should be 
able in a few days to resume its functions seems to 
me without exception the most astonishing of all 
processes of repair. Composed, as a nerve is, of 
a huge multitude of fibrils, some of which carry 
messages only in one direction, others only in the 
other, each fibre identified at each of its termini 
with a particular station, and that only, how can it 
reunite without at least a gigantic temporary con¬ 
fusion ? It is impossible to conceive that any vital 
process should be equal to the task of causing each 
divided end of a microscopic fibril to find out and 
attach itself to its proper fellow. And yet, if it be 
not so worked out, how can a motor filament move 
its muscle if it have become attached to a sensory 
fibre? or what good can a sensory message be 
which ultimately arrives at a motor centre ? Or 
again, even though motor should be able to find 
motor, and sensory sensory, how should it be pos¬ 
sible to avoid that, when the will sends down an 
intimation to move, the wrong actor should not be 
stimulated ; or that, when a portion of the periphery 
sends up an intimation of excessive cold, or heat, 
or pain, the place of origin should not be misinter¬ 
preted. We are impaled on the horns of this 
dilemma, from which, as yet, we see no escape. 
Because the fact is that nerves may so heal that, in 
the course of two or three days, their functions are 
restored to them nearly perfect. 

A little girl was brought to me at the Infirmary 
by Dr. Scott Lang, because she had cut her wrist 
transversely with a broken bottle four days before. 
He had not till then been able to persuade her 
people to submit her to what was necessary, and so 
had simply dressed it antiseptically. I found that 
the median nerve had been completely divided, 
and that its ends were separated by half an inch ; 
its functions were entirely abrogated. I stitched 
the ends together, passing one stitch through the 
nerve tissue and two others through the sheath 
only. The divided tendons and the wound were 


then also sutured, and the hand placed in a dorsal 
splint in the position of flexion. The wound 
healed by first intention. I regret that daily 
observations were not at first made; but after 
three days, the bandages being removed, it was 
found that she could localize a touch with per¬ 
fect correctness over the whole hand, but a little 
slowly in the median area. In little more than 
a week we were absolutely unable to detect any 
difference in sensitiveness between the injured and 
sound hand. We did not venture, on account of 
the tendons, to test the' motor power thoroughly 
for some weeks; but we then found that every 
motion was possible to her, although for a time, 
no doubt from the restraint produced by the 
splint and wound, they were all somewhat awk¬ 
ward. I do not think the median motions were 
in this respect worse than others. No atrophy 
or other ill effect followed during the two months 
she was under observation. 

This matter has been the subject of much dis¬ 
pute, and many surgeons and physiologists have 
been inclined to regard such cases as examples 
of what has been called supplementary sensation. 
It is undoubted that in cases of complete section 
of nerves—the median, for example—the sensi¬ 
bility of the parts supplied has been maintained, 
although no union has taken place. Such can 
only be accounted for by the fact that anastomoses 
between nerves, both of a gross and fine character, 
undoubtedly do occur more freely than is gene¬ 
rally supposed. I put out of account, of course, 
errors of observation, as when too firm pressure 
arouses the muscular sense, or friction the sensi¬ 
bility of nerves at a distance, when, in short, the 
part is used as a probe. There are cases in which 
sensibility is truly maintained after section. But 
first, this supplementary sensation is more or less 
imperfect even as to the sense of touch, and still 
more as to the sense of heat, or cold, or pain; and 
secondly, the motor functions always fail, and the 
muscles supplied atrophy. This explanation, there¬ 
fore, fails in cases such as this, in which the func¬ 
tion of a nerve is at once abrogated, in which it is 
restored in all its parts, and in which the injury is 
not followed by trophic lesions. 

Such examples of nerve union are very rare, and 
in my own experience the case is unique. Of 
itself, however, it sufficed to prove to me the truth 
of my original proposition that a nerve may heal 
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by first intention. One or two similar cases have 
been recorded by other surgeons, and, taken 
together, they are ample confirmation of the 
valuable experiments which Gluck has made upon 
animals. One or two interesting facts remain to, 
be noted. The suture was not made till the fourth 
day (Saturday to Wednesday intervened), and it is 
unlikely that one so delayed will again be pre¬ 
sented in an aseptic and therefore favourable state* 
The delay is interesting, because, as you know, the 
degeneration of the peripheral end of a divided 
nerve becomes appreciable about the fourth day, 
and has no doubt commenced yet sooner. It is 
at that date, therefore, still capable of immediate 
recovery. 

I regard this result also, as an additional proof, 
if such be needed, of the value of approximation 
of the divided ends of nerves, and the propriety 
of applying immediate sutures in every case of com¬ 
plete division. In the lower animals this has been 
absolutely established, both after section and re¬ 
section, and is a drop in the ocean of valuable 
results, which we have obtained from vivisection. 
A sufficient number of clinical observations have 
now been made to justify the extension of this 
conclusion to man. 

But it is not only immediately that suture is 
valuable. It may be applied in cases of nerve 
section, with good hope of success at almost any 
period after the injury. Within a short time after 
the injury, rapid degeneration of the peripheral 
portion of a divided nerve sets in. But it is now 
ascertained, both in animals and man, that pretty 
soon there begins a process of regeneration of a 
slower kind, which is probably not completed until 
many months after the injury, and this regeneration 
is entirely independent of reunion with the proximal 
extremity, although, very probably, it may be 
hastened thereby. There is reason to believe, no 
doubt, that, both in the proximal and peripheral 
parts, following ithe law which applies to all the 
tissues of the body, disuse ends in atrophy, and 
that this atrophy may extend far, even to the central 
nervous system. But like all atrophy from disuse, 
it is very slow, and not an active or destructive 
process, and, at least, it is certain that the course 
of events is, rapid degeneration, slow regeneration, 
still slower atrophy. 

This being so, there is encouragement for the 
surgeon to interfere, and practically admirable 


results have followed such interference. I have 
not, myself, had the opportunity of performing a 
very late operation, and the records of simply 
paring and sewing together within a year after the 
accident are so successful, that its propriety need 
not be enforced. I may be permitted, however, 
to record a case in which I practised a method 
recommended by L&i£vant, which has not as yet, 
I think, been used by him or any other surgeon. 

A young man, set. 27, was sent to me from the 
island of Eigg, who, five months previously, had 
divided his posterior tibial nerve with an adze. 
We found the parts supplied completely paralyzed, 
and distinct atrophy of the muscles concerned. I 
made an incision in the course of the nerve at 
right angles to the large transverse cicatrix left by 
the adze. The upper end was found to be bulbous, 
the lower atrophied, and they were separated from 
each other by rather more than an inch. It was 
impossible to approximate the ends without an 
amount of straining or dissection*which I judged 
would endanger the vitality of the nerve. After 
paring the lower end, I incised the bulbous portion 
from above downwards, and turning the loosened 
half, sewed its upper raw end to the peripheral 
portion of the nerve. 



A 


The upper figures indicate the position before suture, the 
lower figure after suture. The dotted lines indicate the 
incision. 

The wound healed by first intention, and before 
Tie left the Infirmary, three weeks afterwards, we 
were inclined to think that there was slight im¬ 
provement of sensation. Of that, however, we 
could not assure ourselves; but I am informed by 
his master, Prof. Macpherson, that a year after¬ 
wards, both in his and the man’s opinion, the one 
foot was in every respect as good as the other. 
Distinct improvement had made itself manifest 
about six months after the operation, and had 
steadily gone on to complete recovery. 
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There is good reason to believe, as the result of 
experiment, that any nerve fibre is capable of 
transmitting impressions in both directions, and 
of either a sensory or motor character. It is on 
this fact that such an operation is based. More¬ 
over, there can be no doubt that in the process of 
healing nerve fibrils have a curious tendency to 
draw towards each other and differentiate them¬ 
selves from surrounding texture. This no doubt 
is the case with all textures, bone, muscle, or 
tendon, but it is peculiarly striking in nerve. Even 
in the human being a nerve end finds out its fellow 
through a considerable distance. 

I had occasion once to divide the mental nerve 
on account of a limited but very severe and in¬ 
tractable neuralgia. I drew the nerve from the 
mental foramen, and this with a portion dissected 
from the soft parts equalled an inch in length. 
The patient remained perfectly well for a year, 
and then returned with tic in the same part and in 
the infra orbital nerve. On again cutting down 
on the mental foramen, I found the ends united 
by a delicate thread emerging from the foramen, 
which microscopically was found to be composed 
chiefly of normal nerve fibres. 

Again, in a case of amputation in the upper 
third of the leg, which had been performed else¬ 
where for injury, I was obliged to re-amputate on 
account of a broad and painful cicatrix, which was 
perpetually ulcerating. On dissection all the nerves 
of the stump were found to have formed a most 
intricate anastomosis with each other, and none of 
them terminated with the usual bulbous extremity. 
A portion of this “ anastomosis ” was adherent to 
the cicatrix, and this doubtless gave it its painful 
character. 

I do not think that any observation has been 
made which would show the mode in which the 
nerve fibrils terminate in these so-called neuromata 
or bulbous endings in stumps. It has been ascer¬ 
tained that these bulbs are composed of true 
nervous, as well as connective tissue; and indeed 
their appearance and behaviour is sufficient to 
indicate that this is the case. For why should a 
large bulbous end differentiate itself from the 
surroundings if not because of special and differ¬ 
entiated tissue growths. Why, moreover, should 
these bulbs, when buried in soft textures, give no 
trouble, while if they lie exposed to osseous or 
external pressure, they are so painful that the 


surgeon is obliged to remove them, as I have had 
to do on several occasions. I think, therefore, 
that it is extremely probable that if careful search 
were made it would be found that, in these bulbous 
ends, where certainly true outgrowth of nerve 
tissue has taken place, the individual nerve fibrils 
have anastomosed freely with each other. Indeed 
this case, it seems to me, amounts almost to a 
demonstration of this hypothesis. It is impossible 
to believe, if anastomosis had not already taken 
place in the bulb, that it would do so simply 
because some of its inverted fibres had become 
united to the peripheral end. It is much more 
probable that, the anastomosis having taken place 
formerly, looped fibrils were straightened out at 
the operation: and, seeing that a nerve fibril can 
carry currents in both directions, that function 
was thereby sufficiently restored. 

We have, then, ample justification for suturing 
divided nerves at all dates after the injury, 
although experience would indicate that, as might 
be expected, the probability and completeness of 
success diminishes rapidly after the lapse of a year 
or two, and that not only in the motor, but also 
the sensory functions. Experience would also 
show that success in a large measure depends on 
perfect and kindly healing. The presence of 
suppuration almost negatives a useful issue, and 
tension is likely to be equally untoward. There 
is also reason to believe that the character of the 
nerve affected has a distinct influence on the 
result, that certain nerves unite more easily than 
others. I cannot but believe, however, that all 
may be successfully dealt with, and on one occa¬ 
sion I even carried this belief so far as to suture 
the spinal cord. It was completely unsuccessful, 
and there must be few cases of this nature which 
contain the elements of success. The operation 
was performed six weeks after fracture of the 
spinal column, a considerable longitudinal section 
of the cord, perhaps half an inch, had been 
destroyed, and since the tissue of the cord is so 
soft that it is impossible it can hold strained 
sutures, I could not be certain that more than the 
membranes were really approximated. Neverthe¬ 
less I see no reason why there should not emerge 
a case in which the spinal cord may be success¬ 
fully ligatured. 
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REHABKS 

ON THE 

USE OF AXIS-TRACTION FORCEPS 
IN FACE PRESENTATIONS, 

With Notes of a Case.* 

By ARTHUR H. N. LEWERS, M.D. Lond.. 

M.R.C.P. lond. 

Obstetric Physician to the London Hospital. 

As a general rule in cases where the face presents 
labour progresses favourably, though more slowly 
than in cases where the vertex presents, and 
terminates without interference. Assistance may 
be required, however, if progress is arrested, either 
on account of uterine inertia, or owing to non¬ 
rotation forwards of the chin, which most probably 
depends, to some extent at least, on feebleness of 
the uterine contractions. The movement of rota¬ 
tion is especially apt to fail in those cases in which 
the chin was originally directed backwards, and 
therefore it is especially in these cases that inter¬ 
ference is likely to be needed. Such cases are in 
quite a different category from the corresponding 
occipito-posterior cases, because under all ordinary 
conditions as to the size of the pelvis and that of 
the child’s head, if the chin does not rotate for¬ 
ward, delivery of a live child is impossible, and 
the only resource is craniotomy. The foetus can¬ 
not, except when the pelvis is abnormally roomy, 
or the child unusually small, be extracted by the 
forceps with the chin still directed backwards, 
whereas, in cases of persistent occipito-posterior 
presentation extraction with the forceps is not 
generally a matter of much difficulty. I have 
observed three cases of face presentation in which 
the chin failed to rotate forwards; in all of them 
it seemed most probable that this non-rotation 
essentially depended on the absence of sufficiently 
strong pains. The causes that naturally are in 
operation to rotate the chin forwards only come 
into action when the face has descended suf¬ 
ficiently low into the pelvic cavity, and if the pains 
are feeble, the face remains high up, and rotation 
fails. 

In the first two cases referred to, ordinary long 
forceps were applied, but were found to slip as 

• Rea<l before the Harveian Society of London, March 
3rd, 1892. Published now for the first time. 


soon as much traction was employed. They were 
re-applied twice in each case with the same result; 
and in these cases delivery w^s effected by turning. 
In the third case the ordinary long forceps were 
used, and slipped off as in the othef cases, though 
they were re-applied more than once. The axis- 
traction forceps were then applied, and intermittent 
traction used, with the result that, as the face was 
brought lower and lower in thp pelvis, the chin 
rotated forwards. The forceps were then removed, 
and shortly afterwards the child was born naturally. 
No attempt was made to rotate the chin forwards 
with the forceps; only simple traction was made 
at short intervals. 

Lusk alludes to the liability of the forceps to 
slip in cases where the face is transverse, owing to 
the wide separation of the blades, and is opposed 
to their use for traction with the face in that 
position. He advises in deep transverse presenta¬ 
tions of the face that an attempt bi made to rotate 
the chin forwards with the forceps. In mento¬ 
posterior positions, Lusk is opposed to repeated 
attempts to rotate with the forceps, and after 
alluding to the rare and exceptional cases of 
Smellie, Braxton Hicks, Braun, and Taylor, in 
which the face was extracted with the chin still 
pointing backwards, says, “usually, if delivery 
becomes necessary because of danger to the 
mother, craniotomy should be resorted to.” But 
I cannot find any allusion to the use of the forceps 
as a simple tractor only with the distinct object of 
bringing the face lower and lower, and so within 
the sphere of action of those forces which tend to 
rotate the chin forwards. This seems to me to be 
an important point. Theoretically there seems no 
reason why the required lower position of the face 
should not be obtained by traction 'with the 
ordinary forceps. As a matter of fact they are, 
however, very liable to slip, and this for two 
reasons: first, in order to take a firm hold the 
forceps must be introduced deeply, so as to grasp 
the head above the level of the biparietal dia¬ 
meter ; now, supposing the forehead to be directed 
forwards, a very slight displacement of the forceps 
backwards, such as can hardly be avoided when 
traction is being made in the usual way, brings a 


narrower segment of the head within the blades, 
with the result that they slip. Another reason why 
ordinary forceps is apt to slip is that the operator’s 


hands are doing two things at once—pressing the 
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handles together to keep hold of the head, and 
making traction. When axis-traction forceps is 
being used, this of course is not the case, the 
hands make traction only, and the hold of the 
head is retained by fixing the screw on the 
handles. 

In the case recorded by Dr. Braxton Hicks in 
the 7th volume of the “Obstetrical Society’s 
Transactions,” p. 64, where delivery of a live child 
was effected with the ordinary forceps, the chin 
throughout being directed backwards, he siys, 
“the instrument frequently slipped, and was as 
often re-applied.” Other observers have noticed 
the same tendency. By using axis-traction forceps 
this accident may be avoided. 

The notes of my case, in which axis-traction 
forceps was used, are as follows :—For the par¬ 
ticulars previous to the time I saw the case, I am 
indebted to Mr. Calthrop, who was Resident 
Accoucheur at the London Hospital at the time. 

E. L., aged 36, who had had eight previous confine¬ 
ments at term, was taken in labour in the early morning of 
May 30th, 1891. She sent up to the London Hospital about 
6 a.m, At 6.30 the membranes ruptured. The Resident 
tAccoucheur saw her about 12.30. He found the brow was 
presenting in the first position, and that the os uteri was 
tully dilated. Chloroform was given, and an attempt made 
to convert the presentation into a vertex, but without success. 
It was, therefore, encouraged to become a face presentation. 
Progress was. very slow, and the Resident Accoucheur 
endeavoured to rotate the chin forwards with the hand, but 
it was found impossible to do so. I saw the case shortly 
before 3 p.m., about nine hours alter rupture of the mem¬ 
branes. The chin was directed towards the right, and back¬ 
wards. The face was in the pelvic cavity, but not, as it 
seemed to me, sufficiently low to come within the sphere of 
action of the forces that normally produce rotation of the 
chin forwards. The ordinary long forceps was then applied, 
but, as soon as much traction was made, it slipped off. The 
instrument was again applied, with the same result. Simp¬ 
son's axis traction forceps was then applied, and intermittent 
traction employed, using but little force. The screw which 
fixes the handles was fastened up before each traction, and 
loosened in the intervals to avoid continuous pressure on the 
head. The face now descended, and as it did so the chin 
rotated forwards. As soon as this occurred the forceps was 
removed, and in the course of a few minutes the head was 
delivered by the natural powers. 

The result here recorded was very striking. It 
was nearly nine hours since the membranes had 
ruptured, and no progress whatever was being 
made, and it had obviously become necessary that 
delivery should be effected without much further 
delay for the safety of the mother. Had it not 
been for the axis-traction forceps, it would have 
been necessary to deliver by craniotomy. As it 
was, the child was born alive, and when last heard 
of was doing well. The mother also made an 
uneventful recovery. 


CLINICAL REMARKS 

OM 

A CASE OF GLAUCOMA. 

Delivered in the Out-Patient Department of St. Mary’s 
Hospital. 

By HENRY JULER, F.R.C.S., 

Ophthalmic Surgeon to St. Mary’s Hospi’al. 


Gentlemen, —We have here two very instructive 
cases which we can examine and, so far as one 
symptom goes, compare them together from a 
diagnostic point of view. 

This case, an elderly man, is suffering from 
Chronic Glaucoma of the right eye. He lost the 
other one a few years ago from the same cause. 
On questioning him he complains of two conditions 
chiefly : firstly, a failure of sight, a diminution of 
the acuteness of vision; secondly, that when he 
looks at any artificial source of light, such as a gas 
lamp, it seems to him as though it were surrounded 
by a ring of colours like a rainbow. He states 
that when walking along the streets at night, the 
ring, when he is at any distance from the lamp, is 
as large as himself, but diminishes in size as he 
approaches the lamp. 

On examining the eyeball in the usual way we 
find the tension markedly increased. The oph¬ 
thalmoscope reveals the typical “ cupping ” of the 
optic nerve. He states that he can see all right 
“sideways,” and that he does not stumble over 
objects when walking. I have put this last ques¬ 
tion to him, as one of the symptoms of Glaucoma is 
the diminution of the visual field in a characteristic 
manner, and if we allow this case to go on un¬ 
relieved we shall undoubtedly find his field of 
vision much limited. We shall estimate this in 
the proper manner by means of the perimeter, 
but before doing so I will show you a rough and 
ready way of ascertaining its presence in a case 
where one eye only is affected, the other being 
normal. Stand opposite your patient, and direct 
him to look at the tip of your nose, and keep his 
eyes fixed on this point; then, holding your hands 
out from your side at the level, and some distance 
laterally from his eyes, gradually move both hands 
in towards your nose, telling him to speak when 

he first catches sight of either one of them. A 
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comparison of the distance between each hand 
and the corresponding side of the face, will serve 
to detect its presence where the symptom is a 
marked one. In this case there is only one eye, 
and as the perimeter is at hand, we will use it to 
examine the field of his vision. We find that it 
is contracted upwards, inwards, and downwards 
to a moderate extent, very slightly indeed to the 
outer side' of the eye. I do not give you figures 
now, as it is to the special region of the diminution 
I wish to call your attention. The last portion of 
the visual field to suffer in Glaucoma is the outer 
portion , halfway between the centre and periphery . 
This is important to remember. 

I will now examine the field of vision in this 
other patient, suffering from Retinitis Pigmentosa , 
as I want to show you how differently the field of 
vision is affected in the two. The contraction here 
is great,and equal on all sides, upwards, downwards, 
inwards, and outwards. We have seen on previous 
occasions that there is also a diminution of the 
field of vision in cases of Optic Atrophy and Toxic 
Amblyopia , but in these cases there is also the 
question of special diminution to red and green. 
In the first, perception of these colours disappears 
from the periphery towards the centre of the field; 
in the last it disappears first at the centre, whilst 
the peripheral colour sense is good. 

' To return to our glaucomatous patient, then, he 
complains of progressive presbyopia and seeing 
rings round lights; we find increased tension of 
the eyeball, cupping of the optic nerve, and dimi¬ 
nution of the field of vision, most marked in the 
upper, lower, and inner portions, slightly only in 
the outer portion. 

To this aggregation of symptoms the name Glau¬ 
coma is applied, and all the symptoms can be 
traced to the increase of the normal intra-ocular 
tension to an abnormal amount. Consequently, 
the first thing we do in a case of suspected Glau¬ 
coma is to examine for increased tension. 

One way of classifying cases of Glaucoma is to 
divide them into (i) Primary, including such cases 
as are due to general causes or to unknown causes; 
and (2) Secondary, including those due to disease 
of the eye itself. This latter class, however, is 
usually known by the name of the original disease, 
to which it is secondary, and when the term 
Glaucoma is used without any qualifying adjective 
it may be taken to mean Primary Glaucoma. 


Glaucoma occurs in three clinical varieties— 
Chronic, Subacute, and Acute. For my own part 
I believe that almost all cases begin as chronic, 
though not always detected, and what we term 
subacute and acute are those which, chronic from 
their commencement, have undergone more or less 
sudden inflammatory complications. It is easy to 
understand this if we have a definite picture in our 
minds as to the changes which take place in the 
eyeball as a cause of this disease. Putting it 
roughly and not minutely, what happens is this. 
There is first of all some disturbance of the intra¬ 
ocular lymph circulation by means of blockage of 
some part of its course; as a result of this there is 
a distension of the posterior chamber further in¬ 
creasing this obstruction. It is not, however, quite 
complete, and in the earlier stages not even per¬ 
manent, as evidenced by the clinical history of the 
early stages, the symptoms disappearing from time 
to time, but recurring again. When the condition 
becomes permanent, then the symptoms remain 
so; and when the stoppage becomes complete, 
symptoms arise due to inflammation, and, according 
to the amount of their severity, the case would be 
classed as subacute or acute. 

When we come to the causation of Primary 
Glaucoma, all that we can say is that there is some 
obstruction of the space between the junction 
periphery of the iris and the cornea—the iritic 
angle, the iris is pressed against the cornea, and 
thus there is interference with the circulation through 
the canal of Schlemm; this produces a distension 
of the posterior chamber, and the weakest parts 
suffer the most from this hyper-distension, the lens 
being pushed forward so as to further increase the 
existing obstruction. Priestly Smith considers 
that the increase in size of the lens which he has 


demonstrated to be present in the old, when asso¬ 
ciated with small eyes, is the cause of Primary 
Glaucoma, and I agree with him. Dr. Brailey 
considers the first distension as due to serous 
effusion, owing to inflammation of the ciliary body. 

Whatever may be the cause of this increased 
fluid, we can explain how all the symptoms of 
Glaucoma are caused by it. 

I believe the loss of accommodation can be 
traced to the fact that the crystalline lens is pushed 
forwards by the pent-up fluid in the posterior 
chamber, carrying with it the elastic suspensory 


ligament, which is thus put upon the stretch, and 
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so cannot respond to the action of the ciliary muscle 
by which.accommodation is effected. 

The halo.round lights I regard as due to some 
trophic disturbance of the corneal epithelium, due 
to pressure On the nerve fibres passing to it.. It is 
not at all uncommon to find complete anaesthesia 
of the cornea in Glaucoma as the result* of such 
pressure on nerves. I would compare this halo to 
the halo round a gas lamp, seen by any healthy eye 
when looked at through glass moist on the farthest 
side. All of you must have experienced that, and 
it is not unreasonable to imagine that a disturbance 
of the epithelium on the corneal surface produces 
a similar effect. 

The cupping of the optic disc is merely the 
result of the backward pressure due to the hyper- 
distension, and is only found in cases of some weeks’ 
duration. I might mention here that you ought 
never to mistake the partial or physiological cupping 
for the complete or pathological glaucomatous 
form. Occasionally you may detect pulsation 
of both veins and arteries in the disc. Pul¬ 
sation of these arteries, except when due to 
organic heart disease, is a clinical sign of great 
gravity. 

The pressure on the retina leads to atrophy of 
its substance, and consequent diminution of the 
patient’s field of vision. It is easy to understand 
that the periphery which is the furthest portion from 
the main blood supply suffers first. Remembering 
that the outer portion of the field of vision corre¬ 
sponds to the inner portion of the retina, the portion 
which is nearest to the main blood supply, it is 
easy to understand, remembering also how the 
cupping interferes with a proper blood supply to 
the retina, why the portion of the field of vision, 
which is just external to its centre, is the last to be 
affected in Glaucoma. 

Seeing then that all the symptoms are due to the 
hyper-distension, you will understand the extreme 
importance of recognizing the disease in its earliest 
stage so that by means of treatment the interference 
with the intra-ocular lymph circulation may be at 
once remedied, so as to preserve the patient’s sight 
It is not difficult to diagnose such a case as this, 
presenting all the symptoms of Glaucoma; neither 
would it be difficult to diagnose it with three such 
symptoms as rapidly increasing presbyopia, the 
seeing coloured rings round lights, and the presence 
of increased tension ; but whenever a man over 40 


comes to you and complains of merely rapidly 
increasing presbyopia you Should, ^suspecting 
Glaucoma, watch him carefully, examining him from 
time to time for increased tension and the other 


signs of Glaucoma, and do not forget that at first 
the symptoms may only come on how and then. 
We have, this morning; a patient, whd frequently 
gets these premonitory symptoms, being attacked 
at his work with obscuration of vision, coloured 
rings, pain in the frontal and temporal regions, 
so that he is obliged to relinquish his work for the 
day^and only gets relief after the installation of 
eserine drops into his palpebral sac. 

Acute Glaucoma is, I have said, an acute con* 
dition supervening upon the chronic one. Where 
the chronic condition is known to have existed, 
there is not much difficulty in diagnosing Acute 
Glaucoma, but in cases where the chronic form has 
not been of sufficiently long duration, or of a type 
sufficiently well marked to attract attention, then 
difficulties may arise. Pain is a feature in Acute 
Glaucoma, but it is generally of a reflex rather than 
a .direct form, the most common in the form of 
a violent headache; vomiting mayaccur; there will 
be a certain amount of photophobia; great conges¬ 
tion of the conjunctiva, with perhaps chemosis , the 
iris will have a muddy appearance, and the media 
be obscured by inflammatory secretion. Such a 
case is easy to diagnose, with the previous history, 
and with the increased tension present. Now take 
another type: you are called to see a lady, over 40 
years of ago; she is a perfect stranger to you; yon 
are ushered into a dark room, she is lying down 
there, and tells you that she has a very bad head¬ 
ache, that she has been vomiting, and that she 
cannot bear the light. Nothing is said to you to 
lead you to suspect that her eyes have been wrong. 
Such symptoms might be anything; an aperient 
is ordered, and a soothing mixture; the next day 
or the day after, symptoms are the same, you feel 
dissatisfied; the blinds are drawn up for you to 
get a proper look at her, but so far as she is 
concerned, they might have remained down, the 
room and the world are for ever dark to her. It 
is a case of Acute Glaucoma, undetected because 
of the patients objection to the light necessary for 
you to investigate her case on your first visit. I 
do not say that such is a typical and common case, 
but it shows how necessary it is for us always to be 


on our guard. 
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The subacute form I need not go into, it is a 
class half-way between acute and chronic. 

With regard to treatment, the only effectual 
manner of reducing abnormal increase of tension 
is by operative procedure. It is true that certain 
myotic drugs, as sulphate of eserine and pilocarpine 
when instilled into the palpebral sac, have the 
effect of reducing increased tension, and the use 
of eserine drops, gr.ij ad |j, is a most valuable aid 
to us in producing temporary relief in all cases, be 
they acute, subacute, or chronic. Unfortunately, 
however, their use can only be tolerated to a certain 
limited extent by the conjunctiva, the use of eserine 
soon sets up conjunctivitis, and must be discon¬ 
tinued at frequent intervals, during which the ten¬ 
sion again increases. Besides this, it appears to 
lose its effect after prolonged use. We may there¬ 
fore use either eserine or pilocarpine, combined 
with cocaine, in any case where it is desirable to 
postpone operative measures; but, given a case of 
established Glaucoma, the sooner its tension is 
relieved by operation the better. The only efficient 
operation is a large upward iridectomy. 

In acute cases the operation should be performed 
with as little delay'as possible, for an eye in a state 
of Acute Glaucoma may be compared to a strangu¬ 
lated hernia, and, unless its tension is immediately 
relieved, the patient will become stone blind in the 
course of from twenty-four to forty-eight hours. 
As soon, therefore, as the case is recognized, all 
possible effort should be made to relieve tension 
and allay inflammation. Iridectomy should, if 
possible, be immediately performed, but, if its 
postponement for some hours is unavoidable, the 
drops of eserine and cocaine should be instilled 
every hour, leeches applied to the temple, hot fo¬ 
mentations used, and the primse vise cleared by 
suitable aperients. Should such a case be seen late 
in its course, say after two or three days’ duration, 
it may be a question whether vision is not entirely 
lost in the affected eye or eyes, but so long as any 
perception of light is found to exist operation is 
always justifiable, and may be followed by excellent 
results, not only in the relief of pain, but in the re¬ 
covery of useful sight In subacute cases the same 
lines of treatment are indicated, although the 
necessity for immediate operation is not so great. 

In chronic cases there is less urgency for opera¬ 
tion, eserine can be used for a time and the case 
carefully kept under observation. Here, again, 


CLINICAL NOTfci. 

the previous duration of tension and the state of 
the vision require to be carefully considered before 
the operation is decided upon. The less the con¬ 
traction of the visual field and the slower the 
progress of the disease, the more effectual the 
operation is likely to prove, and vice versa. Indeed, 
where contraction of the visual field is so great as 
to have passed its centre, it is a question whether 
the case had not better be left to nature rather than 
interfere with it. After prolonged tension in an 
eye, the tissues appear to be universally weakened, 
and therefore, to tolerate operation rather badly. 

CLINICAL NOTES. 

(.Specially reported for The Clinical Journal, Revised in 
each case by the Author,) 

SOME CLINICAL REMARKS ON CASES 
IN THE CHILDREN’S WARD OF 
UNIVERSITY COLLEGE HOSPITAL. 

By Dr. BARLOW. 

Chorea. 

This boy, aged 9 years, presents k fairly typical 
picture of chorea, first as to its clinical features, 
and second as to the history of its onset and pro* 
gress. 

Take the clinical featu res first. You will observe 
he is a bright intelligent boy, and so Are most 
choreic children before the onset of their malady, 
and for a time during its progress; but at the end 
of it they often become weak-mihded for a time. 
As to his nervous symptoms, they come under three 
heads(1) the irregular spasmodic movements; 
(2) the inco-ordination; (3) the paitesisi 1 

As to the irregular spasmodic movements, though 
not rhythmical, you will note that there is a 
degree of alternation as to the parts affected, first 
one limb then the other, etc. At present, as he 
lies in bed, we see that the parts involved are the 
two upper limbs, the lower part of the face, the 
trunk and the lower limbs, and in that order as to 
the amount of movement observed. If you take 
the upper limbs and the face, you will see that 
Hughlings Jackson’s rule is illustrated, viz., that 
the more intellectual parts are affected most, viz., 
the thumb and fingers more than the arm and 
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shoulder, and the lower part of the face more 
than the upper part. The left upper limb is dis¬ 
tinctly more affected than the right. 

As to the inco-ordination, that is brought out 
when you tell the boy to perform certain acts, 
picking up a pin, for example. It is true the irre¬ 
gular spasmodic involuntary movements come into 
relief and interfere with the performance of volun¬ 
tary acts; but over and above this, there is a faulty 
grouping of movements in any given purposive act. 
This is well shown in the boy's speech, in which, as 
you know, there is a grouping of many complex 
movements. You observe the overaction of the 
lips and the imperfect control of the tongue. The 
trouble is a faulty utterance; it is entirely an 
articulatory defect. We had a choreic girl in the 
ward some time ago, who was speechless for some 
days, but there was no true aphasia ; it seemed as 
though the child had given up the attempt to speak, 
but she understood perfectly well, and when her 
speech returned she spoke partly in a whisper, as 
choreic children often do. 

You also see the faulty inco-ordination in this 
child's gait. His involuntary movements com¬ 
plicate his efforts, but he frequently crosses one 
leg in front of the other instead of carrying it 
straight ahead. You observe he gets along best 
when he goes at a good rate. 

The third characteristic symptom is the paresis. 
That is important, because in the later stages in 
some cases the movements may become extremely 
slight, but the paresis may become very pro¬ 
nounced indeed In this case the paresis is very 
noteworthy in the left forearm. There is a marked 
“ dropped wrist," and he is unable to hold up the 
left arm vertically for more than a few seconds. 
You note that there is no evidence of failure of 
sensation. Loss of sensation is very rare. I have 
only seen it in a few cases of hemichorea. 

As to circulatory symptoms, there is no evidence 
of enlargement of the heart. There is slight 
irregularity, accentuation of the pulmonary second 
sound, and there is a soft systolic murmur heard 
at the left cardiac base and as low as the fourth 
space, but not beyond the nipple. What that 
murmur is due to, we cannot positively say. In 
many such cases the murmur ultimately disappears, 
but that is not conclusive as to the absence of an 
organic change. 

In some fatal cases, a murmur of this kind has 


been heard during life, and small vegetations have 
been found post-mortem on the mitral and other 
valves. Moreover, in other cases, murmurs of this 
kind have continued, and, by degrees, undoubted 
signs of mitral stenosis have developed. Thus, in 
the light of other cases, we have rather a bias in 
favour of this murmur being due to a mild form of 
endocarditis, but we are not able to prove it. 

There are no rheumatic signs, at present, to be 
found in this boy; but since his admission, ten 
days ago, there has been a little mild pyrexia 
99.8, 100, etc., which is not^explained, and which 
will keep us on the qui vive for rheumatic mani¬ 
festations. 

What is the history of this boy's attack ? We 
are told that he was quite well till November 6th, 
when his friends noticed that he twitched with his 
left hand and u pulled faces.” His speech became 
bad, and the movements extended to the rest of 
the body, the gait being last affected. The boy’s 
symptoms were attributed by his friends to the 
excitement of letting off fireworks on the 5th 
November. 

There is no history of previous rheumatism, but 
the boy has suffered a great deal from what are 
called growing pains . He, himself, gives a good 
account of these pains. They have waked him up 
at night, and made him scream. The parts affected 
have been the calves and thighs. 

The family history is interesting. The parents 
have both suffered from rheumatic fever, and from 
chronic rheumatism. The mother had fits during 
her pregnancy with this child. One brother suffers 
from fits; some of the other brothers and sisters 
have growing pains. 

The history is typical and instructive, as illustra¬ 
ting (1) the onset often after excitement—not 
necessarily fright; (2) the march of the affection— 
beginning in one hand and in the face, and 
gradually spreading; (3) in the previous history of 
the boy, which suggests a rheumatic predisposition, 
and in the family history which suggests a combin¬ 
ation of rheumatic tendency; along with neurosis. 


Empyema. 

This boy, aged 11 months, suffered, two months 
ago, with a bad throat, attended with swellings in 
the neck, and much discharge from the nose. We 
were told that this was considered diphtheritic at 
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the Children's Hospital, where he was admitted. 
He soon recovered from his sort throat, but shortly 
afterwards came under Mr. Pollard’s care for otitis, 
and one tympanic membrane was incised. 

About sixteen days ago, the child became very 
hot, and began to cough. He was admitted here 
twelve days ago, with a temperature of 104°, 
uttering frequent short cries, but breathing very 
quickly, and catching his breath between his cries, 
in a way suggestive of pneumonia. The upper 
two-thirds of his right lung were dull and resisting, 
with bronchial breathing, and bronchophonic cry 
resonance, and the rest of the side gave defective 
resonance with rather weak breath sound. The 
spleen was three fingers’ breadth, and the liver four 
fingers’ breadth, below the thoracic margin. 

The temperature came down to 102° next day, 
and to 100.6 0 the day after that, but the child 
looked very ill. He was very white, took his food 
badly, and had a little diarrhoea. His symptoms 
seemed to point to a pneumonia of the upper part 
of the right lung, with probably a deposit of lymph 
in the pleura over it, and possibly some fluid in 
the lower part of the chest, and it was considered 
best to explore. A large hypodermic needle was 
inserted near the angle of the right scapula, and 
some thin fluid was withdrawn, which seemed like 
slightly clouded serum. Under the microscope 
many pus cells were seen, and Mr. White after¬ 
wards demonstrated to us the presence of micro¬ 
cocci, diplococci, and a few small chains. 

Now I have no doubt that a few years ago we 
should have been content to have aspirated this 
pleura and waited the result, aspirating again if 
need should arise. But you will recall that I asked 
Mr. Godlee if* he would be willing without delay 
to make a free opening into the chest, and this he 
did two days afterwards. You may ask why I 
urged this step. My reasons were these:—The 
character of the fluid was such that one could be 
certain that it would become more purulent in a 
very short time; and, moreover, the child’s con¬ 
dition, with the history of a diphtheritic throat and 
its sequelae, and the curious pallor, which was very 
striking, suggested a septic element in its illness, 
and that an early free exit to the inflammatory pro¬ 
ducts would give the best chance for its recovery. 
Another reason justifying this step became evident 
at the end of the operation, two days afterwards. 
You will remember that a small piece of the ninth 


rib was removed, and that after the escape of about 
7 oz. of fluid a small piece of lymph,presented. It 
could not be detached, but to-day, five days after 
the operation, a large mass of shaggy coagulum 
has been withdrawn. Without a very free opening 
this material could not have been removed, and its 
liquefaction must have taken a considerable time. 
This, then, is an additional argument for the step 
which was suggested. 

It is too early to forecast the probable course of 
this case, but the sister tells us the child has taken 
food better since the operation, and that he has 
been more comfortable. 


Rheumatic Fever, with persistence of 
slight pyrexia after the subsidence of 
other symptoms. 

This girl, aged 10, was admitted five weeks ago, 
on the third day of an attack which had all the 
characters of rheumatic fever. There had been 
severe pain, successively invading ankles, knees, 
hips, wrists, attended with obvious swelling of 
ankles and feet, and some sweating. Her tem¬ 
perature, which was 103.6° on admission, rapidly 
subsided, and her pains passed away, whilst taking 
ten grain doses of salol every three hours. On the 
third day after admission the heart became a little 
irregular and the first sound ill-defined, and on 
the fifth day after admission an apex systolic 
murmur appeared. 

The interesting fact about the case is this, that 
although at the end of the first week her lowest 
temperature at 7 p.m. was 97.6 and her highest 
temperature at 7 a.m. was 99.6, since that period 
it has never remained normal throughout the day. 
For the last twenty days there has been a some¬ 
what irregular course, of which this may be taken 
as an example: 7 a.m. 99.2, 11 a.m. 100, 3 p.m., 
99.2, 7 p.m. v 8.4. 

There has been no joint manifestation, the soles 
and palms have been somewhat moist, but there 
has been no general sweating. The temperature, 
not having risen more than 100.4, would not have 
caused solicitude; but that during the last fort¬ 
night the pulse has risen to 108-112, 116-130. 

The apical murmur is still present, and there is 
now a loud murmur in the third left space. 

The salicin compounds have not affected this 
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condition, and she is now being treated with iron 
and full diet. 

A pyrexia of more or less hectic type is some¬ 
times found continuing for a couple of months or 
more after the subsidence of arthritis and other 
external rheumatic manifestations, but with the 
persistence of endocarditis. In the absence of 
other cause, it seems probable that the continuous 
endocarditis may account for the slight pyrexia 
present in this case. 

In our patient the increasing frequency of the 
pulse lends additional support to this hypothesis. 
It seems possible that such examples may form a 
stepping-stone to the long-continued cases of 
malignant endocarditis in which there are many 
varieties so far as duration and severity are con¬ 
cerned. 


Pneumonia followed by Effusion in both 
Knees and Pericarditis (?) Rheumatic. 

This boy, aged 7, was admitted on the third day 
•of what was believed to be a straightforward case 
of pneumonia. There had been a rigor, heat of 
skin, dry harsh cough, quick breathing, pain in the 
side and in the limbs, and delirium at night. 

When admitted on November 5th the signs 
pointed to the left lower lobe, but on the 7 th the 
*bAse had almost cleared, and the apex on the 
same side became much impaired, and gave intense 
tubular breathing and bronchophony, with a very 
few rales. Next day, /.<?., on the sixth day of the 
illness, an icebag was applied over the upper left 
front. This was kept applied till the morning of 
the eighth day, when the crisis occurred. He was 
perfectly comfortable with the icebag in contact, 
but its efficacy in lowering temperature was not 
very marked, for at 11 p.m., the night before the 
crisis) 105.2 0 was registered. 

The iceberg was removed when, on the morning 
of the crisis, the temperature had come down to 
100.4°. Within another hour it sank to normal, 
but there was no collapse. There was, however, 
very copious sweating. 

Oft the ninth day the apical signs had almost 
disappeared, with the exception of slight bronchial 
breathing and slight impairment 

The heart sounds were natural, but on this day 
the boy complained of pain in his right thigh. 


There was no phlebitis, but some effusion was 
found in the right knee joint. 

On the tenth day the pain was less, and the 
effusion in the right knee was less, but there was 
evidence of some fluid in the left knee. Then 
was still considerable sweating . No fresh joints 
became affected. 

On the fourteenth day there was still a little fluid 
present in both knees, and a little pericardial 
friction was heard. 

The effusion has now disappeared, but has left 
a little thickening of the margins of the condyles 
of the femora. The pericardial friction has lessened, 
and there is no evidence of any permanent damage 
to the heart thus far. You will observe that since 
the crisis there has been a temperature oscillating 
in that day between 97.6° and 99.8°, but once 
reaching ioo°. 

How are we to read this case ? It is clear that 
we have had an apex pneumonia followed imme¬ 
diately by a subacute rheumatic attack. The 
question arises whether the initial pneumonia was 
part and parcel of the rheumatism or an inde¬ 
pendent ailment. You will recall'that in the course 
of severe attacks of rheumatic fever in young adults 
it is not very rare to get pneumonia as one incident 
of the illness. 

But there are many illustrations to be given of 
the bouleversement of symptoms in the rheumatism 
of childhood so far as the order of appearance and 
relative severity are concerned. The nearest parallel 
to this case which I can recall is that of a little 
girl brought into hospital with serious pleurisy, and 
during her convalescence getting effusion in her 
knees apart from any strain or injury. 

With respect to the present case it is only fair to 
consider the view which some might be inclined to 
take, viz., that the use of the icebag precipitated 
the rheumatism. I do not think that is probable, 
because no shock was obvious; there was no chill, 
and the icebag was removed when the temperature 
had sunk to 100.4°. 
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Gentlemen, —I propose lecturing to-day on 
some points concerning Diphtheria as it occurs in 
children. I have taken Diphtheria as my subject 
because, although it is not so common as measles 
or even scarlet fever, and though it does not 
leave behind the sequelae found after these two 
diseases, such as glandular affections, chronic 
bronchitis, empyema, &c., yet, in proportion to the 
numbers attacked, it probably kills during its acute 
stage more children than do these two diseases put 
together. It also kills in several ways both at its 
height and during apparent convalescence. I have 
limited myself to the discussion of its occurrence in 
children, not that there is any special difference 
between its manifestations in children and adults, but 
because it is much more often met with in children, 
and my clinical experience of it has been mainly 
derived from that source. The subject is of great 
importance, and it is therefore essential that you 
should be fully alive to the various dangers which 
may arise at different stages of the disease. 

The onset of this disease is preceded or accom¬ 
panied by headache, with or without vomiting, 
malaise, perhaps some rise of temperature, stiff 
neck, and sore throat with pain on swallowing. I 
might mention that this last symptom is by no 
means so severe as in the case of scarlet fever. 
After a varying interval, the fauces are found to be 
reddened, either uniformly or in patches. This 
redness is not so bright and vivid as in scarlet 
fever. It has been said that redness of the fauces 


uvula, and fauces, these increase in size, and run 
together, finally coalescing to form a uniform layer, 
the false membrane thus formed in some cases 
covering the whole of the fauces and uvula; often the 
uvula is enveloped by a sheath of membrane fitting 
it, taking its shape as a glove does that of the tip of 
a finger. This membrane is adherent throughout, 
but more so at the later than in the earlier stage. 
As the patches increase in size so as to coalesce, 
they increase in thickness, thus becoming more 
adherent. They are always more adherent over 
the tonsils than elsewhere, owing to the nature of 
the subjacent surface. If the membrane is re¬ 
moved, a raw surface will be left, which will again 
soon be covered by this false membrane. If cast 
off naturally, as it will be if the patient lives long 
enough, the under surface will be found to be 
smooth, but even then the membrane may recur. 
As the throat affection develops, the glands in the 
neck become affected, the first to enlarge is one 
situated at the bifurcation of the carotid, but the 
others soon become affected, and the brawny swell¬ 
ing formed thus, and by the infiltration of the 
periglandular tissue, is sometimes so excessive as to 
alter the appearance of the child beyond recogni¬ 
tion. The swelling of the first-mentioned isolated 
gland, though important, is not peculiar to this 
disease, as it is almost always enlarged in children 
suffering from any chronic tonsillar or naso-pharyn- 
geal affection. There frequently is discharge from 
the nose, and sometimes epistaxis. The face by 
this time will be pale ; the breathing laboured and 
noisy, owing either to enlargement of the tonsils, 
blocking of the nostrils, or both. The pulse is, as 
a rule,frequent; albuminuria, maybe present; and 
in severe cases a well-marked odour will be noticed. 
This is difficult to describe, it is sweetish but dis¬ 
agreeable, and when you have once become 
familar with it you will hav* no difficulty in recog¬ 
nizing it on subsequent occasions. It is due to 
changes taking place in the false membrane. The 
case may terminate by death from laryngeal 
troubles, malignancy, heart failure, pneumonia, or 


occurring in patches is only found in Diphtheria or 
owns a traumatic cause, e.g, a scald. Whitish or 
yellowish grey spots appear on the tonsils, base of 
Vol. VI. No. 35. 


paralysis; or recovery may take place with or with¬ 
out paralysis. 


This is a brief outline of the ordinary symptoms 
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of Diphtheria. I propose now to discuss some of 
the important symptoms a little more in detail. 

Mode of onset . As a rule it is insidious, and we 
cannot ascertain exactly when the disease began; 
but occasionally the onset is very sudden, as the 
following case will show. 

A child, set. 5 years 2 months/ was brought at mid-day ; 
he had gone to bed apparently quite well overnight, but in 
the morning he seemed dull; one hour before he was brought 
he complained of his throat. When I examined him both 
tonsils were swollen, and there was some thin exudation on 
one of them ; presumably the membrane had formed within 
one hour of the throat being involved. 

2, Temperature . Fever is by no means an 
essential feature of this disease; simple and even 
malignant cases may runjtheir course almost with¬ 
out rise of temperature. Its significance varies; 
thus a temperature of 103° or 104° in the early 
stage does not betoken any special danger, but in 
the later stage it is suggestive of some complica¬ 
tion such as pneumonia. A very high temperature 
such as 106° is, on the other hand, always a bad 
omen. 

3. Nasal discharge. This at first thin, soon 
becomes turbid. It is strongly irritant, and pro¬ 
duces excoriation of the borders of the nostrils. 
Occasionally casts of the nasal cavities are expelled, 
but not frequently. It is a symptom of con¬ 
siderable importance, and when it is associated 
with enlargement and tenderness of the glands in 
the neck a diagnosis of Diphtheria is often justified, 
even though no membrane can be seen on the 
fauces. Some authors lay great stress on the nasal 
discharge as a sign of malignancy and of unfavour¬ 
able omen, but this is by no means the fact; it is 
true that it is usually present in malignant cases, 
but I have seen many cases where it was present, 
and yet recovery took place. Indeed I would go 
so far as to say that in some degree or other it is 
present in the majority of cases. It may be the 
result of the disease spreading from the pharynx or 
larynx, or it may occur as a primary diphtheritic 
affection of the nose. As an illustration I quote 
the following case:— 

A baby admitted into Hospital for congenital syphilis 
developed, during an epidemic of Diphtheria in the ward, 
nasal discharge, and after a time portions of false mem- 
brane were brought away by syringing the nasal cavities. 
No membrane was ever seen in the throat; subsequently 
laryngeai symptoms appeared, and after death false 
membranes were found in the larynx, trachea, and nasal 
cavities. 

In this case we had distinctly the nose affection 
for at least one week before that of the larynx. It 


may possibly be that as the child was the subject 
of congenital syphilis the mucous membrane of 
the nose offered the most favourable site for the 
disease. 

Epistaxis. I believe that the importance of 
this symptom is not sufficiently recognized. I 
have found it to be present in a considerable 
number of cases. One need not be surprised at 
that; the nasal mucous membrane is always more 
or less ready to bleed; this tendency must be con¬ 
siderably increased by the tumefaction consequent 
on the disease. It is occasionally a cause of death,, 
as these two cases will show. 

Case 1.—A girl, set. 3 years 5 months, admitted on the 
third day of disease with membrane on both tonsils. On 
the fifth day there was profuse discharge from nostrils, and 
the day following epistaxis set in, which continued till her 
death, about twenty-four hours later. 

Case 2.—A boy from three to 4 years of age, was brought 
moribund to the Hospital, and died five minutes after 
admission. His mother stated that eight days previously- 
he complained of headache ; this was toilowed by epistaxis, 
which was stopped with great difficulty. The day before 
his death he had a " fit,” followed by epistaxis, which con¬ 
tinued in spite of all treatment. He was brought to the 
Hospital in articuio mortis , as above stated, and died before 
anything could be done. I made a post-mortem examina¬ 
tion, and found the nasal cavities filled with false membrane. 
There was, prior to this discovery, absolutely no suspicion 
as to the presence of Diphtheria. 

The disease may spread (1) through the lachrymal 
duct to the conjunctiva, resulting in the formation 
of a false membrane there. (It is a different con* 
dition, however, to that known as membranous 
conjunctivitis, and has no connection with it; the 
latter being a local disease without any general 
symptoms, it is a chronic disease with recurrent 
formation of membranous pellicles.) (2) It may 
spread along the Eustachian tube, causing otitis 
and perforation. I cannot sav that the membrane 
always spreads along the tube; it may cause a 
catarrh merely, but I have seen cases of otitis and 
perforation occurring as a complication. (3) It 
may spread to the oesophagus, a rare complication, 
or to the stomach, a still more rare complication. 
I should say here that the vomiting which some¬ 
times occurs in an almost incontrollable form, 
and which is a sign of grave import, does not 
depend on any extension of the disease to the 
stomach. It was long ago pointed out by Sir William 
Jenner that continued vomiting in Diphtheria was 
a bad omen. (4) It may spread along the hard 
palate, or along the cheeks to the gums, lips, and 
to the corners of the mouth. This is accompanied 

by an excessive flow of saliva which produces con- 

Digitized by VjUUyIC 



The Clinical Journal.] 


DR. ABERCROMBIE—DIPHTHERIA IN CHILDREN. October 16,1896. 379 


siderable excoriation. My experience of this con¬ 
dition is decidedly unfavourable, and without 
looking on it as a symptom indicative of a probably 
fatal termination, I should regard it as one of grave 
import and give a very guarded prognosis in those 
cases where it occurred. 

Cutaneous Diphtheria^ without any lesion in 
the larynx, pharynx, nose, or elsewhere, does un¬ 
doubtedly occur. Well authenticated cases are on 
record in which paralysis has followed this variety. 
My experience is limited to the following case :— 

A young infant was brought to me with a sore in its 
groin, covered with what appeared to be false membrane; 
it had been suffering for some time from intertrigo, and 
the mother told me that another of her children had 
recently died from Diphtheria. A few days later the 
child died, no affection of the fauces having been recog¬ 
nised. 

A practical application of this would be to avoid 
the use of leeches or blisters, in a case of Diph¬ 
theria. 

The peculiar odour to which I have already 
alluded, is due to decomposition of the false 
membranes, and is consequently not a very early 
symptom. Though, undoubtedly, a grave symptom, 
it does not necessarily imply a fatal termination. I 
have notes of two cases, in which it was a very 
marked feature, and was accompanied by albumi¬ 
nuria, where complete recovery took place. 

In truly malignant cases death may occur with 
alarming rapidity, as in the following instance:— 

Case I —Girl, 4 years 8 months, complained of sore 
throat one evening; the temperature rose rapidly to 
103°; the next morning, twelve hours only after the first 
complaint of sore throat, it was found on examination, 
that the whole extent of the fauces was obscured by 
discoloured membrane, hanging in shreds; the typical 
odour was present; the glands in the neck were immensely 
swollen, and there was urgent laryngeal dyspnoea. Trache¬ 
otomy was performed at once, but she died thirty hours 
later. 

The following case was equally malignant, though 
it did not prove quite so speedily fatal:— 

Case 2.—Boy, aet. II years; five days before adm ; ssion 
he had vomiting, followed by headache, sore throat, fever, 
swelling of neck ; there was profuse nassl discharge; very 
large and thick membrane, covering the whole of the 
fauces; intense smell; delirium, which is rare; diarrhoea, 
also an uncommon and unfavourable symptom; death on 
ninth day. 

Removal of membrane . It is unadvisable, as a 
rule, to use any force in removing the membrane; 
but shreddy or loose portions should be removed, 


lest, when they separate spontaneously, they fall 
into the larynx. 

Death may occur from asthenia, without any 
special circumstance; thus, a boy, aet. 3 years 4 
months, died on the twelfth day, from asthenia; the 
membrane had spread along the cheeks to the lips; 
albuminuria, vomiting diarrhoea, were all present, 
and yet recovery never seemed hopeless. 

Death from heart failure occurs in two ways (1) 
suddenly, and (2) gradually. The first form may 
occur at any time, usually, however, it occurs at 
the commencement of convalescence. There is 
nothing to guide us as regards the anticipation of 
this, and the lesson we learn is that our prognosis 
must be doubtful, even after all apparent danger is 
over. It is necessary, therefore, to take extreme 
care of the patient, until convalescence is well 
established. 

One case of sudden death has been brought under my 
notice. A child, apparently progre sing favourably, after 
the subsidence of all urgent symptoms, was lifted out of 
her bed, and placed in a sitting posture on another, whilst 
hers was being mide by the nurse, and died suddenly. 
You will find a somewhat similar case in Fagge’s book on 
medicine. 

The second form is illustrated by the following 
case:— 

A girl, aet. 4 years I month ; on third day the membrane 
was extensive, and there was albuminuria, some elevation 
of temperature and frequent pulse ; she got worse, the 
urine becoming solid with albumin; the pulse gradually 
fell, and became weaker, until six days later, when she 
died, it was only 56 per minute. 

This is a very low rate for a child of her age, 
especially when suffering from fever, and it would 
probably have been much lower but for the free 
administration of brandy. 

Albuminuria . My experience is that this is not 
present in a majority of the cases. It is a grave 
symptom, and about 50 per cent of those affected 
with it die. It usually comes on early. I have 
never seen any anasarca or uraemia associated with 
it, and though epithelial and blood casts are found, 
the urine never presents a smoky appearance. A 
large amount of albumen in the urine should always 
involve a proportionately grave prognosis. 

Laryngeal cases . I have left to the last the 
most formidable group of cases, viz., those in which 
the larynx is involved. I need not attempt to 
give you a description of these cases, as you can 
read for yourselves most graphic accounts in the 
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text-books. They form something like 50 per cent, 
of all the cases. 

Some years ago, there was much dispute as to 
whether all cases of membranous laryngitis were 
cases of Diphtheria ; it is now, however, generally 
accepted that for all practical purposes, with some 
trifling exceptions, membranous laryngitis is always 
to be regarded as the result of Diphtheria. That 
the disease maycommence in the larynx is absolutely 
certain, and is well shown in the following cases:— 


Case 1.—A. E., aet. 6 years, admitted on the fourth day ; 
her illness began with cough, soie throat and pain on 
swallowing ; she was becoming voiceless and cyanosed, her 
tonsils were swollen, but no membrane could be seen. 
Tracheotomy was performed at once, and a considerable 
amount of memSrane removed. Two days after operation, 
membrane appeared on the tonsils. From the appearance 
of her tonsils when first seen, I have no doubt that up to 
that time there had been no membrane upon them. 

Case 2.—Poy, aet. 2J years; ill one day, cough, difficulty 
of breathing, pain on swallowing; there was extreme 
dyspnoea, clangy cough, and a speck of membrane on right 
tonsil; tracheotomy was performed. Next day the tonsils 
were swollen and covered by false membrane, as was also 
the uvula. 

Case 3.—A rickety baby was brought, suffering from 
urgent dyspnoea, and presented the typical features of 
croup. The mother said that it was often so, and had 
been worse. There was nothing to be seen in the fauces, 
and there was no swelling of the glands of the neck ; the 
case was regarded as one of laryngitis and not Diphtheria, 
the dy.'pnoea increased and tracheotomy became necessary. 
When the (deration was clcne, though the larynx and 
trachea were fully 44 feathered/* no membrane was got up. 
After death, a thick membrane was found extending from 
the larynx down the trachea into the first bifurcations 
of the bronchi. The nasal cavities also contained some 
membrane. 

Case 4.—Child, aet. 4; coughed up membraneous casts of 
the trachea ; nothing was found in fauces ; tracheotomy 
performed. At the post-moitem, membrane was found in 
the nose. 

We must therefore assume that there are two 
kinds of membrane, or else that these were all 
cases of Diphtheria. The younger the child 
attacked with Diphtheria, the more likely he is to 
have laryngeal affection; a purely pharyngeal 
Diphtheria in a child under two years old must be 
very rare, and the younger the child with laryngeal 
affection, the more grave the prognosis. The larynx 
is usually attacked early, so that after the first 
week, if it were still free, we should have little to 
fear from this quarter. 

Finally, you must remember that laryngeal 
symptoms may occur during the course of Diph¬ 
theria without there being any membrane in the 
larynx. They may be due to swelling of the mem¬ 
brane from catarrh, and may subside under appro¬ 
priate treatment, e.g. f the application of an ice-bag. 


A CLINICAL LECTURE 

ON 

SOME POINTS IN THE DIAGNOSIS 
OF CANCER OF THE BREAST. 

By W. MITCHELL BANKS, F.R.C.S., 

Professor of Anatomy, University College, Liverpool. 
Surgeon to the Liverpool Royal Infirmary. 


Gentlemen, —I have, for many years, been 
interested in the subject of mammary cancer. It 
has fallen to my lot to have seen a great deal of 
this disease, and in many instances the patients 
have been sent to me, for the very reason that their 
cases have presented features of especial doubt and 
difficulty. While a well marked case of cancer of 
the breast can be made out by the youngest tyro, 
there are certain which present the greatest diffi¬ 
culties, even to one who has seen much of them. 
I have made my due quota of mistakes; I would 
desire that you, as well as myself, should profit by 
them. I, and those who commenced the study of 
medicine along with me, grew up with certain delu¬ 
sions about cancer of the breast, partly the result 
of text-book statements not properly explained, 
and partly the result of popular tradition. These 
delusions contain a certain amount of the truth, but 
they do not contain the whole truth, and, therefore, 
they must not be accepted as nothing but the 
truth. 

And, first, with regard to the value of pain as a 
diagnostic symptom . There is no more wide-spread 
belief than that cancer is accompanied by pain. 
To the public mind, the words “cancer” and 
“ pain ” are synonymous. The mere mention of 
the term cancer brings up such visions of agony 
and hopeless misery, that no wise surgeon will 
pronounce the word before a patient, if he can 
help it. Thus it has come about that the public 
mind, believing that cancer is always accompanied 
by pain, argues that, per contra , where there is no 
pain there is no cancer. Rarely does one see a 
person with mammary scirrhus, to whom this 
question is not addressed, “ Knowing that jou had 
a lump in your breast, why did you not long ere 
this apply for advice and assistance ? ” And the 
invariable answer is, “ I didn’t think anything about 
it, because I had no pain.” While it is an un- 
deniable fact, that cancer in its latest stages is 
almost always a terribly painful disease, it would 
seem to be a matter of the utmost difficulty to din 
into the minds, even of medical men, the fact that 
the early stages of the disease are invariably painless; 
nay more, that there are not a few cases where it is 
only near the very termination of life that severe 
pain occurs at all. Speaking without data, but 
merely from general recollection, I should say that 
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in the majority of cases a period of from twelve 
months to two years elapses between the commence¬ 
ment of the disease and the time when it is found 
out, before pain of any moment is experienced. 
What, then, first attracts the attention of the patient 
to her disease ? In many cases, no doubt, some 
little uneasiness or occasional sharp twinge gives 
the first warning, but just as frequently the malady 
is discovered by accident. Men do not, as a rule, 
wash their breasts very much, but women do; and 
in a very large proportion of instances the patient 
first finds out that she has a lump in her breast, as 
she f passes her hand over the gland while washing. 
The mere absence of pain, therefore, is no indi¬ 
cation that the disease is not cancerous. Indeed, 
I would go further, and say that, if a patient comes 
to you with a lump in her breast of comparatively 
reefnt origin, and complains of considerable pain 
in jj, that very fact would militate against the idea 
of the disease being cancerous, 

- A cachective appearance of the patient has long 
been regarded as a sign of malignant disease. 
Often, after examining a patient with some medical 
friend, I have been struck with his remarking, 
“ Well, but look at her ruddy colour and healthy 
aspect! There is no cancerous cachexia there ! ” 
Like pain, we have here again an old superstition, 
a deeply-rooted popular belief, to the effect that a 
person who has cancer must necessarily have a 
pallid, emaciated, haggard appearance. When 
foetid discharge, and agonizing pain, and sleepless 
nights, and mental distress, have all done their 
work, then it is true that the unfortunate patient 
does present the external aspect of a cachexia, but 
certainly not at the beginning of her disease. In 
fact, the general appearance of the patient is but a 
poor guide to the presence of malignant disease, or 
even to the amount of it. I am decidedly disposed 
to assert that the bulk of persons who present 
themselves to a surgeon in the early stages of 
cancer, are thoroughly healthy individuals to look 
at. I have often told students that, if, in passing 
through a crowded surgical waiting room, they see 
a fine, hale, ruddy old fellow, looking as if he came 
from the country, with a big muffler up to his nose, 
and some cotton wadding in his ears, they might, 
at a venture, put him down as having cancer about 
the mouth. My recollection is, that the great 
majority of women, whose breasts I have removed, 
have been women well nourished, and of a distinctly 
wholesome appearance. Cancer does not attack 
by preference the lean, cadaverous individual, who 
suffers from chronic ill-health. Mostly, it assails 
the well-fed, succulent, healthy-looking person, 
who boasts that he has never had a day’s sickness 
in his life. 

Cancer, without a doubt, is increasing rapidly 
in this country. Can it be because we are so much 
better fed ? I have an ill-defined idea, that our 
enormous beef-eating and beer-drinking propen¬ 


sities have something to do with it: and yet, on 
the other hand, I am told that among purely 
vegetarian Indian tribes, the disease is quite 
common. 

What is the diagnostic value of retraction of the 
nipple ? I think that the majority of text-books 
have, hitherto, somewhat misled the student on this 
point. It has been given out too broadly, that 
retraction of the nipple is a sign of scirrhus, 
while the statement has not been sufficiently 
qualified, by clearly indicating to the tyro that the 
sign is only of the least value, when the disease 
happens to be situated immediately beneath the 
nipple. If the tumour has its site at any distance 
from the centre, then retraction naturally does not 
occur. To persons thoroughly conversant with this 
matter, it seems strange that it should be necessary 
to point out to anyone that the central point of 
the mamma can only be interfered with by disease 
that underlies that central point. As an actual 
fact, however, I know that the mere presence or 
absence of nipple retraction, without reference at 
all to the position of the cancerous mass, is too 
often appealed to by young practitioners. Not 
that I think them so much to blame as their text¬ 
books, which do not fully warn them against falling 
into the error. But, if the absence of nipple 
retraction is no diagnostic sign, in cases where the 
disease is situated away from the centre of the 
gland, on the other hand it is practically patho¬ 
gnomonic when the disease lies beneath in. In a 
certain number of instances, the first cancerous 
deposit occurs deeply down in the very middle of 
the mamma, and in its early condition, when there is 
only a slight amount of disease present, it is indeed 
most difficult to make a diagnosis by touch alone. 
Here, at its centre, the gland is thickest, and conse¬ 
quently offers most difficulty for purposes of 
examination. We are not presented with a hard, 
tolerably well-defined lump, but with a confused 
and indefinable sense of thickening somewhere 
deep down. But, however small the amount of 
disease, and however deeply it may be seated, if 
only it lies beneath the central point of the gland, 
then to a certainty the nipple will be pulled down. 

The question of heredity is one that has always 
played an important part in the diagnosis of 
mammary cancer. I think, however, that surgeons 
in the present day do not attach to it the import¬ 
ance which those of the last generation did, and 
personally I am of their way of thinking. In the 
first place, I do not think that the old statistics as 
to heredity were very good. Moreover, when, as 
occasionally happened, many members of one 
family were destroyed by the disease, this produced 
a profound sensation, and such instances were 
quoted over and over again. In a considerable 
family of persons who have attained middle life, 
there is almost certain to be some aunt or cousin 
who is found to have died of cancer. In the same 
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way heart disease, consumption, rheumatism, or 
gout may be traced by each one of us in his own 
family, if only we set to work to investigate the 
pathology of our genealogical tree. The histories 
of my own cases show no very notable amount of 
heredity to have been proven. 1 admit that many 
of these histories are imperfect in the case of 
hospital patients, because that class of persons take 
very little notice what their relatives died from. 
They have no spare time to speculate on the nature 
of the illnesses of their kinsfolk, as richer people 
have. But even admitting this, had the question of 
heredity played as important a part as many used to 
hold, I think I would in the course of my experience 
have become more impressed with it than I am. 

Undoubtedly the fact of a noted amount of 
cancer having occurred among a patient’s circle of 
near relatives, or the fact of a mother or father 
having died from the disease, would greatly increase 
my suspicions, while trying to make up my mind 
in a doubtful case. But, on the other hand, the 
absence of any discovery of hereditary taint would 
not have any particular effect in inducing me to 
lean to the side of innocency. Yet the public 
think very differently. It is one of the things 
which prevents their coming for help early. Times 
without number have I heard a patient say, “ 1 
never dreamed that my trouble could be cancer. 
I never had any pain, and nobody in our family 
was ever known to die of cancer.” It may then 
be briefly said that, while proved and notable 
heredity is an argument in favour of a tumour 
being cancerous, the absence thereof is no particular 
proof that it is innocent. 

What are the conditions which most closely 
simulate scirrhus ? Perhaps the best way to de¬ 
scribe these will be to tell you where I have made 
my own mistakes. I can recall three instances 
where I have been wrong in making a diagnosis 
between scirrhus and induration, resulting from a 
chronic mastitis. Curiously enough, the three 
patients were all married women between thirty-five 
and forty years of age, comparatively spare in form, 
and childless. By the way, I rather think that type 
of woman is more prone to chronic mammary in¬ 
duration than the stout plethoric woman who has 
had a big family. When the condition becomes 
pronounced, the whole breast comes to resemble a 
hard flat cake. You can lift it off the pectoral 
muscle in a mass. Here and there throughout it 
are points of extra hardness, like knobs or bosses. 
One of these, bigger than its fellows, is the suspi¬ 
cious object. The question comes to be, is that 
hard knob simply a bit of extra hard chronically 
indurated tissue or is it a piece of malignant disease ? 
In point of mere hardness there is nothing to choose 
between either condition. Mere feeling gives very 
little help, while the difficulty is increased by the 
fact that throughout the rest of the breast are 
points which are only a little less in size, and a 


shade less hard, than the one which has given rise 
to suspicion. But if one recognizes the fact that 
chronic mastitis can and does constantly under 
certain conditions pass into cancer, we get some 
help. I was taught quite the opposite doctrine 
when I was a student. I was taught that an in¬ 
flammatory mass was one thing, and that a cancerous 
mass was another; and that a cancer was a cancer 
from the very beginning, and could not arise out of 
any inflammatory condition. As regards the breast, 
at any rate, this is absolutely untrue. In the three 
cases I have mentioned to you, treatment was 
adopted for some time with the view of “dis¬ 
persing ” the chronic induration. Small doses of 
iodide of potassium were given internally. The 
breast was bathed with very hot water morning and 
evening, and then gently rubbed with a ten per 
cent, oleate of mercury. The stays were removed, 
and the body encircled with four or five turns of 
elastic webbing bandage, which at once supported 
the breast, and compressed it against the chest wall. 
The arm on the affected side was carried in a sling. 
In all the cases this treatment seemed at first as if 
going to be successful, and so it was up to a certain 
point. The bulk of the gland became softer, but 
the hard nodule did not. When the breasts were 
ultimately removed, in two out of the three, not 
one but several isolated points of carcinoma were 
found palpably developing out of excessively in¬ 
durated nodules of inflamed tissue. 

1 cannot give you any precise rules to guide you 
in such very difficult cases. Experience alone 
helps. If the doubt is great, the best thing to do 
is to represent to the patient the dangerous con¬ 
dition in which she is, and recommend that the 
suspected part be removed, having permission to 
remove the whole gland if this suspected part is 
found on removal to be malignant. I did this a 
short time ago at the Royal Infirmary, in the case 
of a woman who had intense chronic mastitis of 
both breasts. In one of them was a very hard and 
treacherous point. I cut down upon this, removed 
it, and found it to be non-malignant. So much the 
better; but still the woman was pressed to come 
from time to time to show herself. You say that 
this proceeding depends upon the estimate of the 
growth formed by a rapid naked-eye inspection of 
a section of the piece of gland removed, and not 
upon a careful microscopic examination thereof? 
I admit that it does. I do not for a moment wish 
to under-rate or sneer at the value of microscopic 
examination, but the microscopic appearance of a 
piece of chronically inflamed gland tissue and those 
of a piece of cancerously infiltrated gland tissue are 
so very much alike, that I will back the judgment 
of any surgeon of long experience upon a naked- 
eye inspection of a fresh section against any micro¬ 
scopic slide. 

Probably the thing which is next most commonly 

mistaken for cancer i$ a small deep collection of 
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pus, surrounded by a zone of inflammatory thick¬ 
ening. Many years ago I saw a surgeon of the 
cocksure class whip out a breast for supposed scir- 
rhus. When the breast was cut up in the lavatory 
before being handed round, the tumour was found 
to be a small abscess with a thickened mass of in¬ 
flamed tissue around it. It need hardly be said 
that a great silence fell upon the whole company. 
At the first blush one would think this mistake'a 
very unlikely one to happen, but it is not so. The 
deep-seated, ill-defined, hard inflammatory mass, 
surrounding so small a quantity of pus that fluc¬ 
tuation cannot be detected, has a marvellous 
resemblance to a piece of carcinomatous 
tissue. 

Again, a condition very like the hard point in a 
case of chronic induration is produced by a small 
fibro-adenoma. I recollect a very nervous woman 
coming into the Infirmary with what I believed to 
be a tumour of this kind. She was extremely 
timid, and only after considerable persuasion con¬ 
sented to have the growth out, and that on the 
express understanding that nothing more was to be 
done. But when we came to the growth it was 
found to be a bit of scirrhus, although the signs of 
a fibro-adenoma had been so marked that I had 
been at some pains to point them out to the 
students as very characteristic of that form of 
tumour. I removed it freely. The patient was told 
what had been found, and was begged to return 
and show herself. This, however, she never did, 
being a most foolish and nervous creature, until 
she came back again with the whole breast a hope¬ 
less mass of cancer. In point of hardness, a small 
fibro-adenoma scarcely differs from a scirrhus; but 
the great diagnostic points are that it has a fairly 
definite outline, is always movable, and never tucks 
in the skin, even although it be lying just beneath 
it. Moreover, it is often found at a period anterior 
to the ordinary malignant age. 

Another extremely deceptive condition is the 
presence of a very tightly distended cyst. I learnt 
this first from seeing a surgeon of great experience 
proceed to cut out a breast for cancer. He gave 
his reasons for thinking that the tumour was malig¬ 
nant, but said that, as the growth was only small, 
he would cut into it, before removing the breast, in 
order to make assurance doubly sure. He did so. 
A tablespoonful of brownish fluid escaped, and the 
tumour disappeared. I once afterwards did exactly 
the same thing myself before a crowd of students, 
even although perfectly aware of the liability of 
mistaking a very tense cyst for a scirrhous mass, so 
very close is the resemblance occasionally. I have 
always, however, protected myself against doing any 
harm to my patient by cutting into every tumour 
of the breast before operating. I have records of 
about 140 cases where I have removed the breast, 
and I dare say I did about a score more before I 
began to keep any notes of them. One would say 


that a'ter this experience I ought to be sure of what 
I am about. But I nowadays tell the bystanders 
that in this particular corner of surgery my expe¬ 
rience is such that I can afford to cut into a 
tumour before removing it. No harm can ever be 
done by this little precaution; but a breast once 
removed, when it ought not, can never be put back 
again, while those who have seen such a perform¬ 
ance never forget it, nor the name of the man who 
did it either. 

To sum up, then, I would say from general 
recollection, that the conditions which I have most 
frequently seen mistaken for breast cancer are a 
specially hard knot in the gland the subject of 
chronic inflammatory induration, a small abscess, 
surrounded by a stratum of inflamed mammary 
tissue, a small fibro-adenoma in a middle aged 
person, or a solitary, tense, deeply-seated cyst. In 
the case of abscess or cyst, should one entertain a 
suspicion of fluctuation, then the proper thing is 
to put in an aspirator needle and make sure. If 
the suspicion of fluid is confirmed, the mere tap¬ 
ping alone will probably cure the cyst. But chronic 
induration sometimes presents difficulties of dia¬ 
gnosis so insurmountable that the removal of the 
suspected part and its examination can alone solve 
the doubt. 

Coming to the question of the axillary glands 
I venture to take some little credit to myself for 
having been among the earliest to recommend that 
when a breast is removed for cancer, the axillary 
glands should always be removed also as a neces¬ 
sary part of the operation. About six years ago 
I read a paper at the Harveian Society of London, 
and speaker after speaker got up and denounced 
the proceedings. My experience, however, since 
then has only served to strengthen me in my views 
on this matter. Looking at the matter from a 
common-sense point of view, there must be a period 
when the glands are only infected to the slightest 
possible extent. In examining axillary glands after 
removal, I constantly demonstrate to students small 
ones, apparently quite healthy on the exterior, but 
which, when split open, show a minute central spot 
of cancerous infiltration. Now, I maintain that, 
in a tolerably well-nourished person, no surgical 
hand, however delicate, can, by any possibility 
make out glands in the very early stages of infec¬ 
tion. When a dresser, in reading a case, says 
“ glands not affected,” I immediately order him to 
change this observation to “ diseased glands not to 
be felt;” which is quite a different thing. The 
truth is, that when a cancer of the breast has 
existed for twelve or eighteen months, it may be 
taken as a certainty that the glands are affected. 
The cases to the contrary are so few as only 
to prove the rule. As I said just now, I have 
now cleared out the axilla about 140 times, and 
only on a very few occasions have I been un¬ 
able to satisfy myself that the glands were not 
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with certainty diseased. As against this view of 
the almost invariable and early infiltration of 
axillary glands (which I strongly maintain), it is 
argued that there are plenty of cases where the 
breast alone has been removed, without touching 
the glands, and where the patients have never had 
any recurrence of the disease. For my own part 
this is an assertion that I very much doubt, and I 
should like to know a good deal more about these 
cases before admitting them as bmd fide cases. In 
the first place, I should like to know who the sur¬ 
geons were who performed the operations, so that 
I might judge of their pathological knowledge. A 
good many tumours used formerly to be removed 
as cancers which were nothing of the sort. Another 
thing is, how long did the immunity last ? Often 
a long period intervenes between operation and 
recurrence. I had a case of a woman whose breast 
alone was removed in America ten years before she 
came under my notice. In the site of the mamma 
there was not a trace of recurrence, but after all 
that long period the disease which had been 
lying dormant in the axillary glands or lymphatic 
vessels broke out in them. I had another case 
where I removed the breast and cleared out the 
axilla, thoroughly as I thought. Eight or nine 
years afterwards the disease returned at the very 
top of the arm-pit, in a position where further in¬ 
terference was impossible. A frequent experience 
of cases in which glands must have been distinctly 
affected at the time when the primary disease was 
discovered, although they showed no signs of 
mischief till years afterwards, has made me ex¬ 
tremely sceptical as to cases of complete cure 
where only the breast and nothing else has been 
removed, and has only confirmed me in my asser¬ 
tion that the safest thing for the patient is always 
to clear out, the axilla, whether glands can be felt 
affected or not. 

Before the days when surgeons ventured to 
extirpate glands I can remember often seeing 
cancerous growths removed, and the glands left, 
although palpably enlarged. The hope was in such 
cases that perhaps they were only irritated by the 
presence of the growth, and would go down when 
that was removed. It was a sort of flattering 
unction which the surgeons of the last generation 
used to lay to their souls; like the hope that the 
small bit of cancer which they so often left be¬ 
hind in their operations would be quiet and not 
take to itself bad ways. It was a little attempt at 
self-deception; a little shirking of the inevitable, 
which perhaps was pardonable under the depress¬ 
ing circumstances. But my own observation 
would lead me to believe that cancerous growths 
do not irritate the glands after the fashion of a 
sore or a poisoned wound. An enlarged gland in 
the neighbourhood of a cancer is always a cancer - 
infected gland; and if this be laid down as a law, 
many mistakes will be avoided, while the excep¬ 


tions will be found so few that they will take care 
of themselves. 

If you can spare me a few minutes more, I would 
like to draw your attention to the proper method of 
examining a breast, which is by no means so 
generally practised as it ought to be, and which 
teachers are not careful enough to impress upon 
students. Customarily the surgeon stands opposite 
the patient and grasps the breast. He commits 
two errors thereby. The mere grasping of the 
breast in this position will often produce the 
sensation of a tumour, and seriously detracts from 
the power of judging of the size of one when one 
exists. In the second place the surgeon pushes 
the patient from him, who naturally yields, and this 
yielding, however slight, prevents a complete 
appreciation of the consistence of the tumour. 
The breast should be examined in three ways. 
In the first position the surgeon should stand 
behind the patient and ask her gently to press back 
against him, so that she may be thoroughly steadied. 
In the case say of the left breast, the surgeon 
should pass his right arm over the patient’s right 
shoulder and his left arm beneath her left armpit. 
The increased power which is given to the surgeon 
of making out both the size and consistence of a 
tumour by this most simple manoeuvre is astonish¬ 
ing, and I often wonder that it is not now more 
generally employed. In fact I always teach 
students that everything in the neck, breast, and 
groin should be examined from behind. There is 
no better method, for instance, of examining the 
hernial apertures with the object of getting on a 
truss. Taking the case of an inguinal rupture, the 
surgeon standing behind his patient, with the fore¬ 
finger invaginating the scrotum and landed in the 
inguinal canal, and with the patient pressed firmly 
against him, transforms his arms into an animated 
truss, capable of accurately estimating the resistance 
necessary to be opposed to the downward thrust of 
the bowel. Having, then, examined the breast 
from behind, it should be examined from the front 
as a sort of “control experiment.” Finally, the 
patient should lie on her back on the sofa and have 
the breast examined from above, when the tumour 
will assume quite a different size and consistence 
from what it presented in the two previous positions. 
Many of you, no doubt, do all this, but those who 
do not will forgive me if I press upon them the 
great advantages to be gained by this triple method 
of examination. I have confessed my own mistakes 
quite freely, but it would be absurd to say that I 
have not seen plenty of mistakes committed by 
others. Many of these have been entirely due to 
the false impressions given to the finger by examin¬ 
ing from the front alone, and when I have got my 
medical friends to examine from behind, they have 
at once admitted the new conception of the tumour 
gained by this means. 

At the end of ail this, then, you may very well 
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ask me how I would make up my mind in a 
dubious case of mammary tumour. I would say 
that I would not be influenced at all by pain or its 
absence. With regard to heredity, if that were 
well marked, it would of course weigh in favour of 
the tumour being cancerous, but its non-existence 
would not weigh in favour of the tumour being 
innocent. In the same way with regard to glands. 
The presence of a mass of enlarged and hardened 
glands in the axilla would be almost pathogno-. 
monic. But their absence (or rather the impossi¬ 
bility of feeling them) would not weigh at all against 
malignancy; admitting that in a stout person no 
surgeon—even of the most heaven-born type— 
can detect glands which have in them only the 
first seeds of disease. Age would assist me much, 
for although I have seen cancer of the breast at 
eighteen and at twenty-six, still such instances are 
mere surgical curiosities, and the vast majority of 
cases occur between thirty-five and fifty. If the 
tumour were situated just beneath the nipple, then 
retraction of that structure would be alone a suffi¬ 
cient and perfectly pathognomonic sign that the 
disease was cancer. Retraction, if the tumour were 
at any other part of the gland, would have no 
particular significance. The features upon which 
I would place most reliance, as invariably belong¬ 
ing to scirrhous tumours, would be intensity of 
hardness and want of definition. These are signs 
that are never absent, however much the others 
may vary. Finally, if the tumour lay near the sur¬ 
face, I should attach great importance to the tuck¬ 
ing down of the hair follicles, on pinching up with 
the fingers the skin over the tumour. You know 
the appearance of saddle leather. It exactly re¬ 
sembles that, insomuch that I always describe it as 
the “ pig-skin appearance.” Now, you may have 
tumours and inflammatory conditions which may 
cause adhesion of the skin to them, but there is no 
condition except scirrhus, in which the well-marked 
pig-skin appearance is visible. I have often won¬ 
dered why in text-books more prominence is not 
given to it as a diagnostic sign. 

Well, gentlemen, I have told you, I fear, a 
number of commonplace things and nothing new. 
I fall back upon two old sayings, the first: That 
what is new is not always true: and the second: 
That a good tale is none the worse of being twice 
told. As a matter of fact, the majority of you will 
l>e the general practitioners of the future. It is to 
you that the sufferers from cancer of the breast will 
first come. By an error in diagnosis on your part; 
by loss of time in employing “ discutient ” treat¬ 
ment (which is of no avail), the invaluable period 
may slip away, during which alone removal can be 
expected to do any permanent good. A great 
responsibility will be laid upon your shoulders, and 
if, by the recital of my own experience and errors, 
I have been able to make some dubious matters 
in connection with the diagnosis of mammary 


cancer a little clearer, or pointedly to draw atten¬ 
tion to others as valuable diagnostic signs, I shall 
be satisfied. 

A CLINICAL LECTURE 

ON 

CHRONIC PELVIC ABSCESS. 

Delivered at St. Mary’s Hospital, 

By M. HANDFIELD-JONES, M.D., Lond. 

Obstetric Physician to St. Mary’s Hospital and The British 
Lying-In Hospital; Lecturer on Midwifery and Diseases 
of Women to St. Mary’s Medical School. 

The causes of suppuration in the pelvis are 
numerous : thus, we may hive discharges of pus 
dependent on pyo-salpinx, or again on breaking 
down hsematoraata, or to discharging dermoid 
cysts. To-day, however, we will limit our subject 
by dealing only with such cases of suppuration as 
follow the onset of primary inflammation of the 
pelvic cellular tissue. We have not time to go 
deeply into the causation of such suppurations, nor 
extensively into the difficult subject of the diagno¬ 
sis, but will assume that when we have knowledge 
of a mass of exudation in the pelvis, and the tem¬ 
perature chart is giving us the evidence of hectic, 
we may then fairly assure ourselves that the stage 
of inflammation has past, and that actual suppura¬ 
tion has commenced. 

No one who has dealt extensively with the sub¬ 
ject of pelvic abscess, and has had much clinical 
experience of the same, can fail to be struck with 
the immense differences shown in the clinical 
course of such cases. In one instance pus forms^ 
is evacuated at an early period, and the whole of the 
abscess cavity is completely obliterated in a month 
or six weeks ; in another case all the resources of 
surgical art fail to bring about closure of the 
abscess cavity, or healing up of the resulting sinus 
in six months or even a year. 

If we come to study cases of chronic pelvic 
abscess, we notice at once that three principal 
classes come under observation. Thus we have 
cases (i) where the delay in healing seems to be 
due to the tough, uncontractile wall of the abscess 
cavity; (2) in the second group the secret of the 
delayed healing lies in the presence of tubercle; 
(3) in a third class of cases we are dealing with one 
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or more openings leading into the neighbouring 
intestine. It is at once clear that the all-important 
factor in securing a quick closure of the pus cavity 
is early evacuation of its contents before either the 
wall has become tough and fibrous, or again, before 
communication has been set up with the neigh¬ 
bouring viscera, or lastly, before tubercle has had 
time to develop. 

In connection with this need of early evacuation, 
it is valuable to take note of the method of opening 
these abcesses. The following case will show the 
plan of procedure:— 

Mrs. S., set. 29, was confined two and a ;half months 
ago of her second child. Pelvic inflammation supervened on 
the third day, and the patient was confined to her bed for 
six weeks. After that she was allowed to get up and about, 
still complaining of pain in her left side, and a sense of 
burning and throbbing in that position. Examination by 
the abdomen and vagina showed that the womb was pushed 
over to the right, and that the whole left half of the pelvis 
was occupied (especially in the posterior part), by a dense, 
hard mass which reached upwards and backwards above the 
brim of the true pelvis. The temperature chart suggested 
strongly the presence of pus. An incision was made 
through the abdominal wall, internal to and a little below 
the level of the left anterior superior spine. After reaching 
the transversalis fascia, the finger could be pushed down 
into the cavity of the true pelvis and detect a hard mass, 
situated posteriorly. At no point could any softened spot 
be made out, nor with a trocar thrust deeply in various 
directions was it possible to find pus. Under these condi¬ 
tions it did not seem advisable to continue the exploration, 
but iodoform gauze was plugged tightly down in the track of 
the finger, and the superficial wound left open. Five days 
after this procedure pus was found to be coming away along 
the track of the gauze ; in a few days free drainage of the 
abscess cavity was secured, and a satisfactory recovery soon 
ensued. 

Most of the surgeons who have operated for 
pelvic abscess know that they have more than once 
felt certain of the presence of pus, and yet have 
failed to reach it. The method adopted in this 
case gives one a safe plan of securing early evacua¬ 
tion of the contents of the abscess without having 
resource to a long and dangerous exploration. 

We now come to obstinate cases of pelvic abscess, 
cases in which though an opening has been made 
and drainage has been secured, either by the 
abdomen or the vagina, yet closure of the sac 
fails to take place. We may narrate several cases 
illustrative of this condition. 

Case 1.—Miss. M, set. 29, admitted to St. Mary's, July, 
1890. Two months ago noticed swelling in her abdomen ; 
says she got a chill some weeks ago while menstruating; 
shortly afterwards had sharp pain in her abdomen. Ex¬ 
amination shows that the cervix is displaced to left; the 
external os is stenosed and directed forwards, the body of 
uterus seems continuous with a mass which occupies the 
posterior half of the pelvis, and is most prominent on the 
right side. Examination by the abdomen reveals the pre¬ 


sence of a mass above the symphysis pubis which seems 
continuous with that in the pelvis. A month later, as the 
patient was steadily losing ground, and the temperature was 
running up every night, with loss of flesh, and small weak 
pulse, it was decided to exp’ore the abdomen. On opening 
the peritoneum midway between the navel and pelvis, the 
intestines were found glued together, and dotted with tuber¬ 
culous deposits. On exploring the mass above the pubes 
with the index finger, the latter forced its way into a large 
abscess cavity which occupied the right and j osterior part of 
the pelvis, and burrowed up towards the caecum. The 
abscess cavity was washed out and drained by a Keith's 
tube. In spite of free drainage the cavity refused to close, 
and death followed from gradual exhaustion on October i6th, 
of the same year. At the post-mortem, an abscess cavity 
was found in the right half of the pelvis, and in the wall 
of sac as well as in the ovaries, tubes and neighbouring 
intestines, tubercular deposits were easily demonstrated. 

Case 2.—E. T., set. 35, was ailing in January of the pre¬ 
sent year. Menstruation had become profuse and unduly 
frequent, pain in the left side was constantly present, flesh 
was being rapidly lost, and the patient rendered unfit for 
work. Examination of the lower abdomen showed that the 
muscles were tense, and that there was a hard mass in the 
left half ol the pelvis. By the vagina the uterus was found 
to be fixed, and to be pushed over to the right by a hard 
mass which occupied the left half of the pelvis. The tem¬ 
perature chart was indicative of the presence of pus. In 
March, the patient being in much the same condition, and 
on the whole, losing ground, it was decided to explore the 
abdomen. On opening the abdominal cavity the layers of 
the left broad ligament were found to be opened up, and 
fluctuation could be detected beneath. An incision made 
into the fluctuant mass gave vent to pus. The edges of the 
incised peritoneum of the broad ligament were stitched to 
the peril oneum of the abdominal wall at the lower end of 
the abdominal incision and the pus cavity freely drained. In 
spite of this free drainage no attempt had been made at 
repair at the end of two months from the date of operation ; 
on the contrary the cavity was found to have extended down 
towards the vaginal roof. A counter opening was now 
made in the roof of the vagina, and a large rubber drainage 
tube drawn through from the abdomen into the vagina. 
Through this a stream of boracic solution was sent twice 
daily, and the cavity kept well washed out. About this 
time signs of pulmonary phthisis manifested themselves, and 
consolidation of the right apex speedily followed. The loss 
of flesh was rapid, and the patient died from exhaustion. 
At the post-mortem a large abscess cavity with general 
tubercular deposit was found to be present. 

These two cases point out clearly how, in spite 
of the best surgical relief and successful drainage 
of the abscess cavity, the presence of tuberculous 
disease may frustrate and render abortive all 
attempts at restoration. 

In a second class of cases we have to deal with 
pelvic suppurations where healing is delayed or 
rendered impossible by communications with 
neighbouring viscera. The following case comes 
under this heading, and is instructive as an ex¬ 
ample of the difficulties which may arise when 
faeces make their way through the fistulous open¬ 
ings established by nature or by the surgeon’s 
knife:— 


Mrs. h., set. 30, was severely trampled upon while attend¬ 
ing a large meeting ; for some days she was confined to her 
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bed from shock and pain in the lower abdominal region. 
Her menstrual period which was due, did not come on, but 
throbbing pain developed on the left side of the pelvis, and 
became persistent. In spite of rest in bed, but little im¬ 
provement was made, and at the end of four months she had 
lost flesh considerably, was much reduced in strength, and 
had rise of temperature nightly. About this time I saw her, 
and found a large dense swelling, reaching up out of the 
pelvis on the left side almost to the abdominal wall, and ex¬ 
tending downwards by the side of the rectum, pushing down 
the vaginal roof on that side. The uterus was displaced to 
the right, and firmly fixed. A fortnight later she was 
moved into hospital, and about that time pus began to 
appear in her motions. As it was impossible at this time to 
find the opening in the rectum, the abdominal wall was 
incised near the left anterior iliac spine, and a drainage tube 
passed into the pus cavity. For some time, less matter was 
passed in the motions, but liquid faeces came away freely 
by the abdominal opening. At the end of six weeks no 
change had arisen ; the faecal matter was still coming away 
freely through the abdominal opening, and the patient was 
rapidly losing ground. In a consultation with my colleague, 
Mr. Page, it was determined to put the patient under an 
anaesthetic and to explore the rectum. When she was fully 
anaesthetized, it was possible to pass a finger high up into the 
rectum and find a valvular opening, which on being dilated 
by the point of the finger gave admission to the abscess 
cavity. It was now possible to touch the point of a sound 
which Mr. Page had introduced through the abdominal in¬ 
cision. With the help of a long probe a drainage tube was 
drawn from the abdominal surface through the pus cavity 
into the rectum, the end emerging from the anus. Having 
thus secured complete drainage of the abscess, tincture of 
iodine in water was passed twice daily through the tube. 
In spite of constant washing out, and paying every attention 
to general hygiene, the patient slowly succumbed, and died 
two months later. At the post-mortem it was found that the 
abscess cavity communicated freely with the abdominal sur¬ 
face and with the rectum ; also that two coils of small 
intestine bad become adherent to the roof of the abscess 
cavity, and had ulcerated through discharging their contents 
into the general cloaca. 

This case is instructive, inasmuch as it points 
out the difficulty of deciding to what degree a 
pelvic abscess may have formed fistulous commu¬ 
nications with the intestines at several points. It 
enables us also to understand why free drainage 
through a rectal fistula may still be insufficient to 
prevent faecal matter appearing at the site of the 
abdominal operation. 

The following case will illustrate equally this 
variety :— 

Mrs. B., set. 32, was seized with sharp pain in the 
region of the left ovary, shortly after the cessation of a 
monthly period. She did not lie up, nor did she consult a 
surgeon at this time. After some weeks of suffering, she 
went to her medical man, who found evidence of cellulitis 
in the left broad ligament. With rest and care she made 
a partial recovery, but the pain never entirely ceased, 
nor did the exudation become entirely absorbed. Some 
six months later, she was again seized with a similar 
attack, and this time was confined to her bed for three 
weeks. At the end of this period, shiverings set in, and 
rise of temperature was noted. Some weeks later, when 
these symptoms had subsided, she travelled to town and 
saw a specialist, who found a hard swelling to the left 
and behind the uterus. As operation was not deemed 
advisable, she was sent down to the seaside, and while 


here began to notice that matter was being passed in her 
motions. A finger introduced into the rectum found a 
hard lump pressing on the anterior and lateral wall of the 
bowel, but no sinus was detected at this time. Three 
weeks later, as the patient’s condition was becoming 
steadily worse, chloroform was administered and the 
rectum again explored ; this time it was found possible 
to reach an opening which led upwards, and to the left, 
into a distinct cavity, the walls of which were extremely 
rough and gritty. The treatment adopted was to intro¬ 
duce a tube per rectum and to fill the cavity with an 
iodoform emulsion, treating the suppurating sac very 
much in the manner employed in some cases of psoas 
abscess. Under this method the wall of the cavity was 
kept fairly aseptic, discharge of pus rapidly lessened, and 
evidence of healing became apparent. At the same time 
that attention was paid to the abscess cavity, endeavours 
were made by careful nursing, feeding, and moderate 
stimulation to improve the condition of the patient as far 
as possible. Gradually gain was made ; hectic disappeared, 
and the patient slowly but steadily secured a perfect 
recovery. 

In all these cases, whether the abscess cavity 
may communicate with bowel, bladder, or vagina, 
it is clear that healing is impeded by the free 
entrance of noxious matters into the sac of the 
abscess, and healing can only be brought about by 
filling the pus cavity with some germicide, such as 
iodoform emulsion, and so bringing about a condi¬ 
tion favourable to the process of repair. 

In the third class of cases we have to deal with 
pus cavities where there is but a solitary communi¬ 
cation with either bowel, bladder, vagina, or abdo¬ 
minal surface, but where the thick unyielding wall 
of the abscess retards almost indefinitely the closing 
of the sinus. That this thickened condition of the 
wall does exist is abundantly demonstrated by 
post-mortem evidence, as well as by the experience 
of operating surgeons. It is not unusual in making 
an autopsy to fincj a tough fibrous wall to these 
cavities, the thickness of which may vary from half 
an inch to an inch; and again, when attempting to 
cut into these cavities from the abdominal surface 
or through the vaginal roof, the surgeon may find 
that his knife has to pass through half an inch of 
tough organized tissue before a gush of pus tells 
him that he has reached the cavity. 

This type of case may be illustrated by the 
following history:— 

Mrs. T., after her last abortion at the end of the fifth 
month of pregnancy, was attacked by pelvic cellulitis. 
After some weeks of suffering, the presence of pus was 
suspected, and as a hard mass could be felt in the left 
posterior quarter of the pelvis, extending up to the left 
iliac fossa, an attempt was made to reach the matter by an 
incision through the abdominal wall above the left 
Poupart’s ligament. The pus was not found, so the wound 
was stitched up and allowed to heal. Two months later 
the wound was re-opened, and this time pus was found 
near the left psoas muscle posteriorly. The finger passed 
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into the cavity found a sac capable of holding some two 
ounces of pus with firm fibrous wall*. In spite of free 
drainage and constant washing out with iodized water 
some six or seven months elapsed before the cavity had 
perfectly cicatrized. 

Cases of this description are fairly numerous, 
and tell us how important it is to reach the pus 
early, and evacuate with drainage, while the walls 
of the abscess are yet in a favourable condition for 
quick cicatrization. 


A CLINICAL LECTURE 

ON 

A CASE IN WHICH PARAPLEGIA 
FOLLOWED SYPHILIS.* 

By JONATHAN HUTCHINSON, F.R.S., LL.D., 

Consulting Surgeon to the London Hospital; late 
President of the Royal College of Surgeons. 

Gentlemen, —The case which I am now about to 
relate is one of the most interesting examples of 
paraplegia in connection with syphilis which has 
come under my observation; but it is by no means 
without its obscurities. 

Mrs. S. was sent to me by a surgeon in one of 
the Midland counties, who was good enough at 
the same time to supply a very detailed history of 
her illness. 

She had been married two years, and during her 
first pregnancy had presented syphilitic symptoms. 
My friend informed me that Ke had attended her 
for the first time during March, 1870, when she 
was about four months pregnant. She had at that 
time superficial sores on both tonsils, not very 
characteristic, and the margins of both labia were 
covered with ulcers of a superficial character. 
There were several small ulcers at the margins 
of the anus. She had no disease of the mucous 
membrane either of the vagina or the rectum, 
and no eruption on the skin. Somewhat later, 
however, a patch or two of dark scaly eruption 
appeared on the neck. Some weeks before con- 

* This Lecture was delivered and written out soon after 
the patient was under observation (1871), since then I have 
seen many other cases of Syphilitic Paraplegia, and have 
published several. This case, however, has hitherto, for 
special reasons, remained unpublished. It appears to me to 
be worthy of being placed on record. 


suiting my friend she had seen Dr. Burrows in 
London on account of severe neuralgia in the right 
side of the head, attended with “ lumps on the 
head.” Dr. Burrows prescribed iodide of potas¬ 
sium in five-grain doses, and both the lumps and 
the neuralgia disappeared. I am particular in 
mentioning these symptoms, because, as we shall 
see presently, there is room for question as to how 
this lady got her syphilis. My own impression is 
that her symptoms were due to the tainted foetus 
with which she was pregnant; and you will observe 
that they present a curious mixture of tertiary and 
secondary symptoms together. Under the use of 
iodide of potassium internally, and calomel oint¬ 
ment to the sores, Mrs. S. got quite well before her 
confinement. She was confined in July, having 
continued the iodide up to that time. I ought to 
have said, however, that during the preceding 
May she had a creeping ulcer on the soft palate; 
this also had healed under the iodide before her 
confinement. Her child was small and feeble 
from its birth; and when six weeks old a few ill- 
defined spots appeared on its legs. There was 
some stuffiness in its nose, but no characteristic 
snuffles. Its right leg appeared to be weak; at any 
rate, it did not move it as well as the other. No 
mercury was given to the child, as it frequently 
suffered from diarrhoea. It took small doses of 
iodide of potassium with cod-liver oil. It died, 
much wasted, early in November. Mrs. S. re¬ 
gained good health after her delivery, and con¬ 
tinued perfectly well until her paraplegic symptoms 
set in. This was in January, 1871—seven months 
before I saw her. She had been out driving one 
day with her husband, and had got chilled. On 
returning home she felt starved and uncomfortable. 
On the next day she was obliged to keep her room 
on account of sickness ; and, after suffering from 
sickness severely for several days, she had what her 
nurse asserted to be an abortion. She had not 
previously thought herself pregnant. The so-called 
abortion was attended by profuse ioss of blood, and 
after it the sickness ceased. During this illness 
she began to lose the use of her legs, and a day or 
two after the abortion they failed more rapidly, and 
to such an extent that she was not able to move 
her toes in the least. The loss of sensation, 
although not so complete as that of motion, was 
very decided. She became unable either to retain 
or to expel her urine and faeces, and for several 
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days the catheter had to be employed. Subsequently 
the bladder regained its power, but up to the time 
of my seeing her, her sphincters continued very 
feeble, and often proved inefficient. For the 
paraplegic symptoms she was again treated by 
iodide of potassium, and in a few weeks the im¬ 
provement was very decided. In April she had 
become able to walk about again. At the time 
that her paraplegia was at its worst, that is, within 
a few days of its commencement, there was some 
slight numbness of one or both hands, but it soon 
passed off. 

I must here say a word or two about her 
husband. He admitted having had syphilis about 
a year before his marriage, but from his account 
it appeared to have been a mild attack, and he had 
been quite free from symptoms for some months. 
He appeared to be in excellent health at the time 
I saw him. 

You will see that whatever hypothesis we adopt 
as to the mode in which the disease had been 
acquired—whether we think that Mrs. S. had had 
primary disease communicated to her soon after 
marriage, or that she only received a taint through 
the foetus, there can be no doubt that she had 
become constitutionally syphilitic. I may add, in 
yet further support of this belief, that she was sent 
to me not on account of the paraplegia, but on 
account of a sharp attack of kerato-iritis in the 
right eye. Mark, it was not an attack of the 
ordinary form of syphilitic iritis, but one in which 
the cornea was at least equally involved with the 
iris, a form which occurs at a much later period in 
the rdle of syphilis than does the common typical 
iritis. But granting that Mrs. S. was undoubtedly 
tainted with syphilis at the time she became 
syphilitic, we have still to ask the question. Was it 
probable that her paraplegia was caused by her 
syphilis ? It might be suggested by some that it 
was more probably due to myelitis from exposure 
to cold, or even to reflex irritation in connection 
with the abortion. Wishing to have these points 
cleared up as much as possible, I requested a 
consultation with my friend and colleague, Dr. 
Hughlings Jackson. Dr. Jackson gave a positive 
opinion in favour of syphilis. He attached con¬ 
siderable importance to the rapid development of 
the paraplegia, as indicative of some positive lesion 
in the cord, and as suggestive of myelitis from 
thrombosis. He thought the fact that the para¬ 


plegia was not absolutely symmetrical, one leg 
suffering more than the other, was in favour of the 
diagnosis of syphilis. In arriving at this diagnosis, 
however, the history of the case and the existence 
of iritis were the main facts upon which both of us 
relied. We agreed, in addition to special measures 
for the eye, to recommend the continuance of 
iodide of potassium in yet larger doses. 

As I think we may quite safely take this case as 
a proved example of syphilitic paraplegia, it may 
be instructive to advert a little more in detail to its 
peculiarities. 

i st. We may remark that its onset was rapid. 
The patient was very sick, had pain in her back, 
and found her legs getting weak. This had only 
lasted a few days when she suddenly lost all power 
in them. She stated that on first getting out of 
bed that morning she could walk, though feebly, 
and that at nine o’clock she could not move her 
feet. 

2ndly. The paralysis involved both motion and 
sensation, and in the first instance interfered with 
the vaso-motor nerve as well. The loss of motion 
was complete, and the loss of sensation nearly so. 
I have often pointed out to you that, in cases where 
both motion and sensation are involved, it almost 
always happeos that the loss of motion is in excess 
of that of the more passive function of sensation. 
It is not very difficult to give an explanation of this. 
In the present instance, I have no doubt, from 
the lady’s description, that for a few days, both 
functions were in almost total abeyance. The 
implication of the vaso-motor nerve was indicated 
by the occurrence of paralytic constipation and 
paralytic retention of urine. Although the sphincters 
of both bladder and rectum were absolutely para¬ 
lyzed, yet neither the one nor the other viscus 
could at first empty itself. On one occasion the 
surgeon was sent for on account of a tumour which 
had formed in the abdomen, and he found that the 
tumour was really the distended bladder. Subse¬ 
quently this paralytic retention was substituted by 
paralytic incontinence, and the urine flowed into 
the bed. This is just what we see in cases of frac¬ 
ture of the spine ; the detrusor, under the control, 
in part at least, of the vaso-motor nerve, recovering 
its function much sooner than the sphincter. The 
constipation persisted, and still does so. 

Next we may note the patient’s recovery, as 
having been unusually rapid and satisfactory. 
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Paraplegia, from other causes, is but too often a 
persistent symptom, especially when it has advanced 
to anything like completeness. In this case, on 
the contrary, we find the patient in the course of a 
couple of months able to walk about again. Of 
all forms of paralytic nerve lesion, none are so 
frequently curable as those in connection with 
syphilis. 

I have already mentioned that Dr. Hughlings 
Jackson laid stress upon the fact that the paraplegia 
was not quite symmetrical. At the time that we 
saw the patient she could walk tolerably well, using 
a stick, but her right lower extremity was much 
more feeble than the other. 

If you ask me what my theory is as to the 
pathological anatomy of such a case as this, I shall 
be obliged to reply somewhat vaguely. I do not, 
however, think that there is any reason to believe 
that paralysis depends upon compression of the 
cord from a periosteal node of the vertebrae. I 
should suspect rather the existence of myelitis. 

Postscript .—Six years after the above lecture, I 
obtained a report as to the state of the patient who 
was its subject She had remained in much the 
same condition, as regards the weakness of her legs. 
They were neither better nor worse. She enjoyed 
fair general health, and had not experienced any 
return of syphilitic symptoms. The only exception 
to this latter statement was, that she had once 
suffered from severe facial neuralgia, which had 
been relieved by iodide of potassium. Her case 
stands then as one of partial recovery from an 
acute attack of syphilitic paraplegia. The recovery 
so far as it went, was obtained early, and after a 
certain point had been reached there was no 
further improvement. Nor was there, although all 
treatment was laid aside, the slightest tendency to 
relapse. These facts are exactly parallel with 
what I have witnessed in not a few other cases. 
Some patients die in the course of a few months, 
the paraplegia persisting and being attended pro¬ 
bably by secondary but aggressive sclerosis. A 
few recover so completely that no obvious trace of 
the paralysis remains. The great majority, however, 
under vigorous treatment by specifics, recover 
rather rapidly up to a certain point, and regain the 
power of walking. The improvement is, however, 
never progressive after a certain, comparatively 
short, period has elapsed. A very cheering point 
in reference to the prognosis is, that no relapses 


occur. I have more than once known patients 
who had passed through an attack of syphilitic 
paraplegia, marry afterwards, and retain in married 
life good spinal health. 


CLINICAL NOTES. 

{Specially reported for The Clinical foumal . Revised in 
each case by the Author,) 

WITH MR. PEARCE GOULD IN THE OUT¬ 
PATIENT DEPARTMENT 
AT THE MIDDLESEX HOSPITAL. 


Some points in the Diagnosis of Lipo- 
mata at an early stage before dimpling 
of the skin has occurred. 

Of the diagnostic points usually given, (1) their 
position in the fatty layers, (2) their lobulated 
growth, (3) semi-fluctuation, (4) mobility over 
muscle and under skin, I regard the second as 
the most important, as all the other three apply 
equally well to chronic abscess. Pain is only pre¬ 
sent as a complication, the result of pressure on a 
nerve. By fluctuation we mean an increased 
tension in one part of a tumour on applying pres¬ 
sure on another part. 

The most common errors made in examining 
for fluctuation are to mistake for it (1) softness of 
a swelling, and (2) mobility of tumour. Both of 
these errors are made in the case of small movable 
lipomata. A soft swelling yields to pressure, but 
then this yielding is not attended with increased 
fulness of the tumour elsewhere. When a movable 
tumour is pressed upon, its displacement may easily 
be mistaken for increased tension in it. Always be 
on your guard against these errors, and remember 
so to feel for fluctuation as to fix with one hand 
the tumour, and then, while gently compressing 
one part with a finger of the other hand, notice 
whether the rest of the tumour becomes more 
tense. 


Some points in the ordering of Trusses. 

This patient has a double inguinal hernia, and 
we have to order a suitable truss for him to wear. 
What points are we to consider as regards the 
make of the truss and its special applicability to 
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this patient ? A trass consists of two parts, the pad 
and the encircling spring. The forms of pad are 
very numerous, but the two main varieties are those 
presenting a flat and those presenting a convex 
surface with which to exert pressure. I prefer, and 
shall order for him, a flat pad, which will exert an 
uniform pressure on the internal ring and inguinal 
canal The convex are often painful owing to the 
pressure being concentrated on one point, instead 
of being equally diffused, as in the case of the flat 
pad. A flat pad is less likely to slip during the 
movements of the body than is a convex one. This 
pad must be pressed by the spring of the truss on 
the right place, in the right direction, with sufficient 
force to resist the tendency of the hernia to escape, 
and the spring must so fit the patient that in the 
various movements of the body it will not become 
displaced. 

Now as to the spring, it can be made of, any 
strength. Having briefly considered the question 
of the truss, we must consider the peculiarities pre¬ 
sented by the patient, to guide us as regards the 
necessary measurements, the direction in which 
the pad is to press, and the strength of spring 
necessary to maintain constant pressure. I might 
remind you that trusses fail from three main 
causes:— 

(1) Pad is not over the point of escape of the 
hernia—here the internal ring. 

(2) It is not applied in the right direction to 
give the necessary support. 

(3) The spring does not fit, or is not sufficiently 
strong. 

With these causes of failure in our mind, how 
can we obviate them ? 

(1) By taking proper measurements. The 
patient should be measured in this manner. With 
the patient standing up, pass a tape around the 
pelvis below the iliac crest and bring the ends 
together at the internal abdominal ring or the 
point of escape of the hernia through the abdo¬ 
minal wall. The pad must be adapted in size to 
that of the canal through which the hernia escapes. 

An easy rule to remember is: small hernia , 
small ring , small pad; and per contra, large hernia , 
large ring , large pad . In this patient the ring is 
small, so a small pad only is necessary. 

(2) By noting whether the belly is pendulous — 
in other words, the direction in which the hernia 
descends. This man is stout, with slightly pendu¬ 


lous belly, so to obtain the proper pressure on the 
internal ring I shall order the pad to be fixed 
obliquely on the spring, so that it presses upwards 
and backwards. In a thin man more direct back¬ 
ward pressure is needed, and the pad must be fixed 
accordingly. 

(3) Accurate measurements must be taken to 
enable the spring to be accurately adapted to the 
body. In ordering its strength we must be guided 
by the patient’s habits; one following arduous 
employment, entailing the lifting of heavy weights, 
will need a stronger spring than one subjected to 
no strain. Again, a patient who coughs persistently 
and violently will need a strong spring. This man, 
being a rag merchant, and having to lift heavy 
weights, will need a fairly strong spring. 

A proper comprehension of these facts is of the 
utmost importance, and it is more scientific on our 
parts, and more satisfactory to the patient, if we 
recognize this, and measure our patients carefully 
at first and order the truss. If it fail, we can 
quickly ascertain the reason and rectify it, instead 
of groping in the dark and trying how it answers to 
increase the size or convexity of the pad or to 
increase the strength of the spring. 

We shall therefore order this man a truss from 
the following measurements : circumference of 
pelvis to internal abdominal ring, 32^ inches; it 
will be for a double inguinal hernia ; the pad will 
be flat, oval in shape, 2£ inches long; it will be 
attached obliquely to the spring, so as to press 
upwards and backwards; the spring will be made 
of a size in accordance with the measurements, 
and of medium strength to afford the extra support 
rendered necessary by the occasional strain to 
which he is subjected by his employment. Do not 
apply unnecessarily strong springs, and when you 
find a truss inefficient look first of all to its “ fit,” 
and there you will almost certainly find the fault; 
and be very slow to remedy defects by either in¬ 
creasing the size of the pad or the weight of the 
spring. 


The Treatment of Congenital Talipes. 

Regarding congenital T. equino-varus rather as. 
the result of defective evolution of a limb than 
the result of paralysis or spasm of muscles, I now 
prefer to treat such cases by manipulation, band¬ 
ages, splints, and plaster of Paris bandages than by 
tenotomy. I will illustrate on this infant three 
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■%eeks old the nature of the manipulations I adopt; 
and those of you who come here regularly will 
have an opportunity of seeing the progress made. 
I may say here that the treatment can hardly be 
begun too soon. If you are attending a midwifery 
case where the child is club-footed, commence 
your treatment on the following day. 

Three separate movements must be made. Grasp 
the little heel and ankle in the left hand, and taking 
hold of the front of the foot in the right hand 
gently abduct the front of the foot, beginning with 
very slight pressure and gradually increase it until 
the parts on the inner side of the foot are felt to be 
tightly stretched. Then in the same gradual 
manner perform rotation outwards (eversion) of 
the front of the foot. Now, having in this way, to 
a great extent, corrected the inversion and abduc¬ 
tion of the front of the foot, I hold the foot in this 
improved position and dorsiflex it, gaining more 
and more with each movement, until now you see 
I have nearly corrected the deformity in all three 
of its component parts: the inversion, the abduc¬ 
tion, and the extension. 

To maintain this improvement, I take a piece of 
strapping one inch wide, and eight inches in length, 
and a long roller bandage one inch wide. Holding 
the foot in its improved position, the bandage is 
wound around the foot and leg up to the knee, 
taking care to carry the roller round the limb from 
the front down the inner side to the back. By 
thus reversing the usual (English) way of passing 
the bandage, we tend to keep the foot in its good 
position. One end of the strapping is then fixed 
to the dorsum of the foot, just behind the great 
toe, and then the strapping is carried across under 
the sole, and up the outer side of the leg to just 
below the knee. The roller bandage is now carried 
down the leg over the strapping, and several turns 
are made around the ankle and instep. In a very 
young and puny infant, such as this one, the 
strapping and bandage afford quite sufficient 
support. You will find it better to put the strap¬ 
ping over the first layer of bandage in young 
infants, as you will then avoid all risk of blistering 
or cutting their delicate skin. When,the bandage 
is removed the limb should be carefully rubbed, 
and the child encouraged to move it himself, 
before the passive movements are repeated, and the 
bandage be reapplied. 

If possible, the treatment should be carried out 


daily. To add to the efficiency of this treatment, 
a side splint will soon be required, and when the 
foot is fairly straight, we shall put it up in plaster 
of Paris. Treatment should be carried out for 
about two years; and after that the child should 
be watched during the period of life when the 
bones are growing, lest any relapse of the deformity 
occur. You cannot begin your treatment too 
soon; you must correct the deformity completely; 
you must guard against relapse when the child 
begins to walk, and watch for it all through the 
period of active growth—these are your cardinal 
rules. 


Prognosis in Nocturnal Enuresis in 
children. 

Occasionally, one meets a case where all treat¬ 
ment fails; circumcision may have been performed, 
all causes likely to produce it in a reflex manner 
may have been removed, and drugs have been 
found of no use. I believe that, as a rule, it will 
be found that this condition will disappear at 
puberty, and I think we are justified in saying so, 
to ease the minds of the parents. This girl, aged 
20, has suffered from nocturnal incontinence all 
her life; and, at first, seems to contradict this 
theory. She tells us she has no trouble in the 
daytime, she can hold her water for five to eight 
hours, without difficulty, and none ever escapes 
involuntarily during coughing, sneezing, and 
laughing. It is, evidently, a case of pure nocturnal 
incontinence, connected with the nervous mechan¬ 
ism of micturition. She, however, tells us that 
she only commenced to menstruate six months ago, 
and this function is evidently not yet properly 
developed, as she has only menstruated twice since. 
I have examined her, and find nothing anatomically 
to account for her condition. I shall, therefore, 
order her belladonna and bromide of potassium, 
and give her a hopeful prognosis that she will be 
free of her trouble soon. 


Chronic Cystitis. (Renaud, Med. Rec. AUg . 
Med. Ztg.) : 

R Acid. Oxalic ... ... gr. x 

Syr. Aurant.Jj 

Aq.add Oiss 

M. Ft. mistf 3j otn. alt. mane. 
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CASES DEMONSTRATED AT THE 
CLINICAL MUSEUM, 

BY ' 

JONATHAN HUTCHINSON, F.R.S., LLD. 
Reported by J. T. Conner, M.D. 

Phagaedenic Ulceration of Throat 
in inherited Syphilis, 

A boy aged 14, brought by Dr. Williams, showed ex¬ 
tensive destruction of the soft palate and right tonsil. 
In the site of the latter was a large ulcer, with an 
eroded surface, crossed by a bridle of inucous 
membrane. The tongue was divided by furrows, 
diverging from the middle line, into lumpy areas, 
producing the 44 fern-leaf pattern.” His teeth and 
physiognomy were normal. No history of syphilis 
in infancy could be obtained, but two years ago 
he had “ fluid in his knee joints.” r 
•' Comments by Mr, Hutchinson . Though many of 
the phenomena of inherited syphilis are absent, 
the appearances of the tongue and throat are 
characteristic, and quite sufficient to establish the 
diagnosis. Lupus never attacks the throat and 
spares the gums, nor does it leave bands. More¬ 
over, the affection of the knees strongly supports 
the diagnosis. It cannot be explained on the 
hypothesis of rheumatism; because, at that age, 
it is not attended with free effusion, and would not 
be confined to the knee joints. 


Double Panophthalmitis during Influenza, 
followed by Atrophy in one eye, and 
recurring attacks in the other. 

A girl aged 7 showed a cataract in the left eye, 
and the eyeball and all the tissues were smaller 
than on the other side. Four years ago she had 
a febrile attack, supposed to have been in¬ 
fluenza. During this the right eye became 
inflamed; in a few days the left was at¬ 
tacked, and there was severe earache. When 
first seen by Mr. Hutchinson, the anterior cham¬ 
ber of the left eye was full of gelatinous lymph, 
which obscured all the structures; the right had 
Voi. YI. No. 26. 


cleared up. The left eye undenvent atrophy, and 
the lens became shrunken and opaque. Sight was 
regained in the right, but several relapses, attended 
with vitreous haemorrhages, occurred. Three days 
ago a haze came over the sight, which later 
was entirely lost. Ophthalmoscopic examination- 
showed haemorrhage into the vitreous; but a com¬ 
plete examination was not made. 

Comments . Mr. Hutchinson warned against any¬ 
thing but the most fugitive examination with the 
ophthalmoscope in these cases, as the strain might 
cause fresh haemorrhage. He. had known such 
to take place. The haemorrhages in this case differ 
from the usual form which occurs in boys and 
young men, in that they have been preceded by 
inflammation. 


Synovitis of one finger-joint in a gouty 
subject in the secondary stage of 
Syphilis. 

A man aged 22 had an ovoid enlargement of 
the middle joint of the right ring finger. There 
was some thickening of parts, and a little effusion. 
He contracted syphilis in the early part of the 
year, and was under treatment, but very irregularly. 
There was no history of injury. At 16 he had 
been sent to Bath for gout in his great toe, which- 
entirely disappeared. His father had rheumatic 
fever, and his sister suffered from general rheu¬ 
matism. 

Comments . In this case the causation is notably 
complex. The synovitis is excited by syphilis in a 
subject predisposed to anthritis by gout. Both 
conditions should therefore be treated. The case 
was of interest on account of its resemblance to 
the so-called 44 dactylitis syphilitica,” yet it is to 
be especially noted.that the patient has had an 
attack of gout before the syphilis. 


Uloer of Stomach. —Dr. Vomovitch has tried 
atropia in ulcer of stomach, and claims to have 
obtained astonishingly rapid improvement; pain 
and vomiting quickly disappeared, and healing of 
a lasting character was complete in a fortnight. 

(Sem, Med,') 
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NORTH-WEST LONDON CLINICAL 
SOCIETY. 

A Clinical Meeting of this Society 

was held at the North-West London Hospital on Wednesday 
evening, October i6th, under the chairmanship of Dr. 
Kuowsley Sibley. 


Aural Polypi. 

Mr. Jackson Clarke brought forward a case of 
polyp of the ear. The patient, a woman aged 
45, had a large polyp of the ear when she came 
under notice. The polyp was removed by a 
cutting cuvette, and proved to be of firm consist¬ 
ence. After it had been removed its base was 
found to be seated in the attic, and to surround 
the neck of the malleus. The tympanic membraine 
was wanting. In spite of irrigation by antiseptics 
combined with regular politzerisation, the symptoms, 
dull pain, troublesome tinnitus, and slight dis¬ 
charge continued. Seeing that the attic was filled 
wilh granulation tissue and there was some pain, 
the condition was one of some gravity, and r failing 
other remedies, would have justified an operation 
for removing the malleus and the granulation tissue 
from the attic. Of such operations that of Stacke 
is the simplest. It consists in making an incision 
behind the ear, stripping the lining from the back 
and upper walls of the bony meatus, chiselling 
away the bony part of the outer wall of the attic, 
and removal of the contents of the latter. Before 
resorting to this, the effect of absolute alcohol was 
tried, a few drops being instilled into the ear 
twice a day. Under this treatment the pain, 
tinnitus, and discharge rapidly ceased, and in a 
short time the remains of the polypus had shrunk 
to firm scar tissue. The patient is now free from 
discomfort and danger. 

In answer to Dr. Boulting and others, Mr. 
Jackson Clarke said that the treatment was con¬ 
tinued for about five weeks ; for a fortnight every 
day, and for three weeks every other day. There 
was no injury to the healthy tissues that he could 
trace. The treatment simply shrank up the granu¬ 
lation tissue and left a scar. 

The Chairman asked how much alcohol was 
used, and whether the meatus was filled each time, 
and what the general principle of the treatment 
was. He also asked whether glycerine would act 
equally as well as alcohol. 


Mr. C. G. Brodie said he had bad several cases 
of polypi of the ear, and be remembered one case 
especially in which the stalk was about an eighth of 
an inch long. He removed that polypus, and 
followed up the treatment with glycerine and car¬ 
bolic acid, and theQ gradually added alcohol.* 
Unfortunately he did not see the patient more than 
three or four times after the operation, but the last 
time he heard of him he was going on well In 
another case where he used glycerine and alcohol 
he did not find the case get on quite so satisfactorily, 
and next time he should try the alcohol without 
the glycerine. He had tried another plan with a 
very small polypus where he was not able to get it 
all away, and there was the stalk remaining. He 
took just so much liquid carbolic acid as would 
sit on the end of a probe, and, as far as he could, 
touched the exact spot where the polypus got 
through. 

In reply, Mr. Jackson Clarke said he thought 
alcohol was more strongly hygroscopic than gly¬ 
cerine, and for that reason he would anticipate 
that it would have a more immediate effect on the 
granulations. As to the exact mode in which he 
administered it, he dropped in about five minims 
on the first occasion, and the patient was instructed 
to drop in that amount at home once a day at first, 
and afterwards every other day. As to the action 
of alcohol he had no theory to offer. He thought 
it hardened the tissue, much as it did when it was 
put in a specimen bottle. Mr. Brodie’s evidence 
as to the 1 effect of glycerine was interesting. He 
was not sure it did have much shrinking power, 
and so far it was a testimony in favour of alcohol. 
The question of the action of alcohol on the human 
body was rather a large one if it was gone into 
fully. He would not say its action on the polypi 
of the ear was the same as on the liver. 


Exophthalmic Goitre. 

Dr. Knowsley Sibley exhibited a case of 
exophthalmic goitre in a married woman, thirty- 
five years of age. She had one child living, three 
and a half months old, and was at the present time 
suckling it at night. It was supposed to be an 
eight months* child. She had had two miscarriages, 
one at two months and one at three months, and 
one child that had died at birth. There was 
nothing particular in her family history. She had 
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had rheumatic fever ten years ago, and was laid ] 
up in bed for six weeks, and it was followed by 
what she described as nervous debility. From 
that time until her recent pregnancy she was 
comparatively speaking in good health. * n ^ e 
early months of her pregnancy she noticed a ful¬ 
ness under the eyes. She was also very nervous. 
After her confinement, which her doctor be.ieved 
came at the end of eight months, she noticed that 
her neck began to swell, especially on the right 
side, and from that time the swelling had gradually 
increased. She now presented all the typical signs 
of exophthalmic goitre. She was frequently 
nervous, and had dyspnsa and violent palpitation, 
general trembling, and considerable prominence 
of the eye-balls. Her pulse ranged from 120 to 
140, and sometimes more, and she was not able 
to do her work. There was a considerable en¬ 
largement of her thyroid, especially at the right 
side, and great protrusion of the eye-balls. She 
exhibited Von Graefe’s sign, that is, when her eye¬ 
balls moved downwards, her eyelids did not follow 
smoothly, but by jerks. She had a systolic bruit 
and a very loud thumping second sound. With 
regard to treatment, she was put on large doses of 
digitalis, but with no effect; in fact, she seemed 
to be getting worse. It appeared to Dr. Sibley 
that it might be a case in which suprarenal ex¬ 
tract, which had been recently shown in a good 
tnany cases to be a far better and more powerful 
heart tonic than digitalis, would be of use. It 
contracted the general arterial system, and pro¬ 
duced violent increase of blood pressure. There¬ 
fore, ten days or so ago, he gave her small doses 
of the extract, and the patient herself considered 
that she had distinctly improved in the last few 
.days. He admitted that all cases of exophthalmic 
goitre ought to get better, and the majority of 
them did get better, but the case he was showing 
•was an acute case, and for two months the woman 
•was very bad. 

Dr. Cagney asked whether the pulse-rate had 
diminished as taken by the watch during the last 
•fortnight, since she had been trying suprarenal 
-extract, and also whether there was any difference 
•in the character of the pulse. He also asked 
whether the treatment had any effect in diminishing 
the size of the tumour. 

Dr. Knowsley Siblev, in reply, commented on 
ilhe difficulty experienced with regard to the rate of 


the pulse in the patients, owing to their extreme 
nervousness, which exaggerated their pulse so com¬ 
pletely when they came into the out-patients 
room. Her pulse one minute would be wo, and 
without any warning it would be 150, and so on. 

It had never been under no whenever he had 
counted it, but it certainly was of better volume 
than it had been. He did not think it was hable 
now to the extreme diversity of rate it had pre¬ 
viously exhibited. He could not say there was 
any appreciable alteration in the bulk of the tumour 
at present. 

Recent Infantile Paralysis, treatment 
and result. 

Dr. Cagney showed a boy recovering from a 
severe attack of infantile paralysis. The child s 
father had died of asthma, the mother was healthy. 
For three months previously to last May, when it 
was two and a half years old, the child had had 
whooping-cough. It was first seen on May 15* 
of this year. A week previously it had had con¬ 
vulsions, lasting three days. The next morning it 
was noticed that he could not use his right hand, 
and the following day it appeared that there was no 
power in the right leg. 

When brought to hospital the right arm and leg 
were completely paralyzed. He still whooped, 
but the cough had become very feeble and in¬ 
sufficient. The diaphragm, however, moved pro¬ 
perly. He was irritable and torpid, and seemed to 
have pain in the small of the back and round the 
loins. The right knee-jerk was absent, the left 
present. The paralyzed limbs were warmer rather 
than colder than those of the healthy side. 

He was admitted as an in-patient at the Hos¬ 
pital for Epilepsy and Paralysis, and the electrical 
reactions then carefully taken. These were such 
as to show a wholesale loss of function in the 
muscles of the afflicted. No faradic reaction could 
be obtained anywhere in the shoulder, arm, fore¬ 
arm, or hand, or in the peronri and dorsal flexors 
of the foot. The reactions to galvanism, which 
Dr. Cagney reminded his hearers were far more 
instructive than those to faradism, showed degene¬ 
ration in all the nerves and muscles of the upper 
extremity; generally below the knee in the lower. 
At this date the right leg was colder than the left. 
From this it resulted that though the distribution 
of the paralysis was hemiplegic, a cerebral lesion 
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as a cause was out of the question. The attack 
and the symptoms were typically those of in¬ 
fantile paralysis. Dr. Cagney observed that the 
usual treatment was a course of masterly inactivity. 
The ground for this was a scheme of pathology 
which was venerable but unproved, and in his 
view improbable. The do-nothing treatment, at 
any rate, was discredited by its results. He be¬ 
lieved that it was owing to the neglect of energetic 
measures in the early or acute stage of the dis r 
order that so many children were allowed to carry 
withered limbs with them through life. He had 
long since adopted a different plan, and had 
never had cause to regret it. 

In the present case he had the child put to bed, 
the paralyzed limbs wrapped warmly in pinewood 
wool and galvanized and massaged daily from 
the very outset. In addition, intramuscular in¬ 
jections and strychnine were given daily. The 
nitrate was the salt used, gr. r6o at first, and 
gradually increased to gr. 1*20. This was given 
in the substance of the paralyzed muscles. The 
diet was made as stimulating and as generous as 
possible; and cod liver oil and extract of malt 
were given all through the summer. It was desir¬ 
able, he thought, to combat the tendency to 
degeneration by the production and retention of 
body heat. The child gained uninterruptedly in | 
weight; measurement of the muscles showed a 
steady increase in bulk, and already, on June 5th, 
the electrical reactions indicated a decided re¬ 
storation of function. On June 28th the child 
developed chicken-pox, but without bad effect. 
On July 8th the right knee-jerk was obtainable, 
and the grasp stronger. At the end of the month 
the little patient was up and about. No coldness 
of either extremity was perceptible. He still 
remained in hospital 'at the present time, and 
treatment was continued on the same lines. Dr. 
Cagney then exhibited the child, showed that it 
could walk well, that there was no deformity, and 
that there remained only some weakness of the 
deltoid and of the long flexors of the fingers. 
Even this, he hoped, would not persist. As a 
result of six months’ careful treatment, the child’s 
general health was greatly better, and the paralysis 
was practically cured, so as to have no apprehen¬ 
sion unless it be of another degenerative change in 
later life. 

Dr. Boulting said he would like to hear a 
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little more from Dr. Cagney as to the view he 
entertained of a recurrence of the disease in another 
form in later years. 

Mr. Jackson Clarke Said he had had to 
do surgically with the after-effects of infantile 
paralysis. Where there was sometimes a loss 
of muscle on one side of the limb, if the case was 
taken early, deformity could be altogether pre¬ 
vented by suitable apparatus; and in severe cases 
it should be an apparatus to be worn by day, and 
a lighter one for night. He had never been able 
to make up his mind as to the bearings of such 
cases pathologically, whether they were related to 
specific fevers or not, and would like to hear if 
Dr. Cagney had any views upon their essential 
pathology. 

Dr. Herschell said it was a generally-received 
opinion that if a particular nervecell was abso¬ 
lutely destroyed by the inflammatory process, the 
muscle connected with the cell could never re¬ 
cover itself; that the muscular fibre could never 
be regenerated by any means whatever 5 and that 
those muscular fibres which did recover were those 
connected with nerve-cells which had not been 
completely destroyed, but probably only been com¬ 
pressed by some effusion. He thought most text¬ 
books told them that after a few months no more 
could be done with such cases, but this case 
seemed to prove the opposite, and he wanted Dr. 
Cagney to be so kind as to tell them whether he 
thought those muscles which recovered were 
muscles which had really degenerated. 

Mr. Brodie asked whether it would be of much 
use trying the treatment in the case of a patient 
17 or 18 years of age. He mentioned that in one 
case he had, he had been treating it with strychnia 
for the last four years, and the paralysis, which 
was of the extensor muscles of the thigh, had cer¬ 
tainly improved. The patient, instead of walking 
with two sticks, now walked with one. He be¬ 
lieved that dogs suffering from a similar affection 
were treated entirely with strychnia, and that it 
was a certain cure. 

Dr. Cagney in reply said, with reference to Dr. 
Boulting’s question, that a proportion of those who 
suffered from muscular wasting in adult life had 
previously had infantile paralysis, and it could 
hardly be doubted that a constitutional instability* 
of the nerve tissues was always a factor in the 
causation. 
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Replying to Mr. Jackson Clarke ar.d to Dr. 
Herschell, he would not attempt to define a re¬ 
lation between the specific fevers and infantile 
paralysis. Whooping-cough, he believed, had 
often been noted as an antecedent, and it was 
worth remark that this patient, while under ob¬ 
servation, chanced to have chicken-pox, and that 
this did not interfere with convalescence. 

The commonly accepted pathology of the disease 
•conveys the notion that paralysis and wasting of 
the muscles depends upon a primary inflammation 
of cells in the anterior columns of the cord, and 
there was much confusion as to the precise inci¬ 
dence of this inflammation. It was taught that 
it was sometimes parenchymatous, and sometimes 
Interstitial, and there was the fear that if anything 
active were done to try and cure the paralysis, 
further inflammation of the cord would result. 

• He (Dr. Cagney) believed that there never was 
a lesion primarily of these cells, and restricted to 
them. The axis cylinders of the nerve was but a 
process of such a cell, and he supposed must ever 
suffer with it, not merely as a consequence, but 
coincidently. Now having regard to the structure 
dF a nerve fibre, it was not easy to entertain the 
notion of an inflammation of the axis cylinder, and 
experience had taught him that the dread of pro¬ 
moting an inflammation of this kind by manipula- 
lion or otherwise was unfounded. He believed it 
was also the reason for wasting much valuable 
lime and opportunities that could never be re¬ 
called. This he had good reasons for thinking 
%vas true, not only in infantile paralysis, but in 
more obviously peripheral states. He invariably 
acted upon this conviction, and had had sufficient 
opportunity of testing it. 

He was, of course, entirely in agreement with 
the view alluded to by Dr. Herschell, and did not 
doubt that the destruction of the nerve cell was 
followed by that of the nerve, and atrophy of the 
muscle fibre; but he could not admit that the 
signs of degeneration in the nerve and the muscle 
were evidence of the death, actual or impending, 
of the motor cell. That being so, and regarding the 
nerve fibre and the muscle as functionally a part 
of the same structure as the motor cell, and further 
conceiving that he was unable to reach the latter, 
he dealt with the tract where he could reach it, 
and did everything he could without loss of time 
to restore function at the periphery. He fully be¬ 


lieved that it was possible in that way to act bene¬ 
ficially upon the centre, and he thought his results 
showed this. Finally, there could be no question 
that the muscles in this case had degenerated and 
then recovered, since the electrical reactions 
showed this. 


Abdominal Aneurysm. 

Dr. Knows ley Sibley brought forward a case 
of abdominal aneurysm in a man, 51 years of age, 
a carpenter. There was nothing particular in his 
family history. He had been a perfectly healthy 
man up to about six years ago, when he commenced 
to complain of pain in the stomach. Four years 
ago he had what he called “ Gastritis.” He had 
great pain in the stomach, especially after food, 
but no vomiting. That continued for some weeks, 
and he was incapacitated for his work. He had 
had pain in his stomach on and off ever since, but 
had been at work up to within the last six months. 
In that time the patient considered he had lost 
about a stone in weight The pain had been 
worse during the last eight weeks, especially after 


food. _ - • * • r ■*':/■* 

On examination there was a fairly large 
pulsating tumour, readily seen, just above the 
umbilicus, rather above the middle line. It was 
pulsating and expansile, and presented all the 
physical characters of an aneurysm. It was very 
hard to the touch, very firm and hard* and about 
the size of a tangerine orange. There was a 
considerable general thickening of tissue in the 
epigastrium, so much so that when Dr. Sibley first 
saw the patient he considered the case to be one 
of carcinoma, and the aneurysm possibly a 
secondary condition. He remained in the hospital 
a week or two, being kept quiet and carefully 
watched, and then left of his own accord, com¬ 
plaining that he could not sleep so well in the 
hospital as at home. He had gained three pounds 
in weight since leaving the hospital, and was im¬ 
proved. Dr. Sibley was firmly of opinion that it 
was a case of abdominal aneurysm, and showed 
the case in order to hear suggestions as to treat¬ 
ment. The patient had been taking a little 
bismuth and a little morphia, and had been able to 
take his food without pain. He now took ordinary 
diet quite comfortably. * The patient had had a 
chancre at 17, but there were no secondary symp¬ 
toms. The question was whether it was the 


Digitized by 


Google 



398 The Clinioal Journal.] NORTH-WEST LONDON CLINICAL SOCIETY. 


[Oetober 23,1885. 


abdominal aorta itself or one of the mesenteric 
vessels expanded. The patient’s general physical 
condition had undoubtedly improved since he 
had been treated. He had on the lumbar vertebrae 
a scar, which was produced by a blister applied for 
lumbago by a doctor about five years ago. Dr. 
Sibley was inclined to believe that the pain was not 
lumbago, but produced by the aneurysm. 

Dr. Campbell agreed that it was a case of 
aneurysm of the aorta. First, the position of the 
tumour was exactly over the aorta; then there was 
the important fact that the patient five years ago 
complained of pain in the back, which was 
decidedly in favour of it being in the aorta; and 
finally there was the fact that the murmur could 
be heard up the spine very distinctly. He men¬ 
tioned the case of a man who was in the hospital 
for five or six months under careful treatment for 
aneurysm in the abdomen, and then left, and 
after following his occupation of horse slaughterer 
for a year, was no worse than when he left the 
hospital. He also mentioned another case of 
aortic^ aneurysm, which ended fatally. There was 
dilatation of the ascending aorta, and the radial 
aorta was perfectly soft; the tension was decidedly 
low. Although the radial artery was soft and 
healthy, yet after death the ascending aorta was 
found to be enormously dilated, and the whole of 
the interior of the sac was one mass of atheroma. 
It must not be too hastily assumed that because 
the radial artery was perfectly normal therefore it 
was an index of the vascular system generally. 


Perineal Drainage for Cystitis in a case of 
fractured Spine. 

Mr. Jackson Clarke reported the case of a 
man, aged 35, who had sustained a fracture in 
the middle of the dorsal region of the spine, and 
in whom cystitis had supervened, in spite of the 
greatest care in using clean catheters. The cystitis 
failed to yield to regular washing of the bladder 
with carbolic lotion and quinine, and the internal 
administration of salicylic and benzoic acids. The 
condition threatened to end the patient’s days; 
so perineal section first practised in these cases 
by the late Mr. Durham was performed. Although 
the wound was made in absolutely paralyzed parts 
the bleeding ceased as rapidly as usual, and the 
patient remained healthy after the operation. It 


was noteworthy, that although the bladder had 
been well washed out by the in-and-out method 
immediately before the operation, a considerable 
quantity of offensive purulent matter escaped as 
soon as the perineal tube was introduced. The 
operation at once removed the fever and the offen¬ 
sive character of the urine, though the latter never 
regained its acidity. After some weeks, with 
view to enabling the patient to be removed from 
the hospital, the perineal drain was removed, and 
the urine withdrawn by the urethra. In a few 
days the cystitis returned with severe rigors. A 
perineal tube was re-introduced, and a quantity of 
pus escaped. From that moment the symptoms 
ceased. Mr. Clarke had not thought it right to 
urge the patient to undergo laminectomy, because 
the paraplegia was absolute, and the deep reflexes 
were entirely lost. The probability was that the 
cord was completely crushed at the seat of the 
fracture. The case was of interest, as it helped to 
show that perineal section could be undertaken 
without hesitation in paraplegia, and that it com¬ 
pletely drained the bladder, whilst irrigation by 
alternate filling and emptying the viscus did not 
completely cleanse it in cases of paraplegia. 

Mr. Brodie said the case was a very interesting 
one, because of the way in which the cystitis had 
come down after the cystotomy. He thought Sir 
Henry Thompson was the first to perform the 
operation in a very bad case of cystitis some 
twelve or fourteen years ago, but he simply made 
a drainage into the bladder. The case progressed 
very favourably, the bladder was got into a healthy 
state, and then the wound was allowed to heal up. 
There was another factor in Mr. Jackson Clarke’s 
case, that of the injury to the spinal cord, which 
by nerve influence would or might induce a trophic 
state of the mucous membrane. He congratulated 
Mr. Jackson Clarke on the case. He (Mr. Brodie) 
saw it when it first came in, and he did not think 
the man was going to live long. 

Dr. Herschell asked whether boracic acid 
internally was tried in the case. He thought it 
was generally admitted that boracic acid given 
internally had almost revolutionized the treatment 
of cystitis. During the past year he had seen one 
case which was brought on by passing a dirty 


catheter, the patient passing it himself. After 
being treated unsuccessfully for several weeks by 
washing out the bladder, seven or eight days’ 
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administration of boracic acid had completely cured 
the case. 

Dr. Campbell asked as to the condition of the 
wound made in the operation. He had had a 
case of cystitis, which was a trophic lesion, the 
result of erratic nerve influence in consequence of 
injury to the spinal cord; and such being the case, 
it would not be surprising if the nutrition of the 
surrounding parts was also affected. It would be 
interesting to know whether the wound showed a 
healthy tendency to repair. 

Dr. Bulger asked as to the advisability of per¬ 
forming the operation as a preventive of cystitis. 

Mr. Jackson Clarke, in reply, said the first 
mention he had been able to find of the operation 
for cystitis, or fracture of the spine, was in an 
article in Holme’s system, in which it was attributed 
to the late Mr. Arthur Durham. 

In answer to Dr. Campbell, Mr. Jackson Clarke 
said he had been surprised to find that there was 
absolutely no sign of any inflammatory condition 
in the neighbourhood of the incision, and there 
was no evidence of any inflammatory or purulent 
condition in the tract of the wound. When he re¬ 
opened the wound three days before, no pus came 
along the tube until he got right into the bladder, 
in the prostatic region, so that whatever pus there 
was came from the bladder. He had no doubt 
that the exciting cause of the inflammation was 
the common micro cocci. Every day people had 
a micro coccus passing through their urinary tract 
without causing any damage, but in conditions of 
disease it was different. Only lately the urine had 
become a hunting ground for the bacillus of typhoid. 
He had some urine in which he was looking for 
that now. In conditions of health, through scratches 
in the mucous membrane, he had no doubt that 
micro cocci entered the bladder and passed harm¬ 
lessly through people; it was only in an altered 
condition, such as the case mentioned, that they 
were likely to be a source of serious mischief. 

In answer to Dr. Bulger, Mr. Jackson Clarke 
said that the state of the wound was that of a per¬ 
fectly healthy wound, and as to the tendency to close, 
when the tube was left out the wound did show a 
tendency to close, but he did not think it was quite 
so rapid as was seen in the ordinary cases. He 
had been able to open up the wound with a director 
quite readily, so that he would say there was not a 
normal rate of repair in the wound. However, 


there was a tendency for the wound to repair. 
With regard to doing the operation as a preventive 
of cystitis, he thought it was a point well worth 
consideration, for the cystitis might become a very 
terrific one. He had seen it cause ulcers through 
the bladder and abscesses among the intestines, and 
peritonitis. It was the first time he had done the 
operation under the particular conditions he had 
mentioned, and he had never seen it more success¬ 
ful. 

In reply to Dr. Herschell, Mr. Jackson Clarke 
said boracic acid had been tried. 


Secondary Dermatoid Syphilides. 

Mr. C. P. Allen exhibited a case of syphilitic 
secondary rash in a young woman about twenty 
years of age, the rash extending over the neck, the 
arms, and the palms of the hands. It had dis¬ 
appeared from the legs. 

Dr. Harry Campbell, in the course of the 
evening, gave an experimental demonstration of 
the pulse and arterial tension, by means of an 
apparatus of his own invention. 

The Chairman announced that the next meeting 
of the Society would be on Wednesday, October 
30th, when the President, Sir Richard Quain, 
would deliver the annual address. 


Petyreasis Yarssiooior. —For obstinate cases 
of this trouble Dr. Von. Borowicz reports the 
following simple remedy, three applications of 
which effected a complete cure. After careful 
washing of the affected parts with soap and water, 
a saturated concentrated solution of borax and 
alum was applied by means of a rag soaked in the 
mixture, the rag was vigorously rubbed over the 
skin twice a week for several minutes at a time.— 

(Exc. Med.). 


Ointment for Haemorrhoids. (Rev. de Thir 
Gin .): 


Atropinae Sulphat 

... gr.iv 

Acid Tannic 


Morphinas Sulphat 

... aa gr.vj 

Cocainae Sulphat 

... gr.xxx 

Vaselin. 

— Si 


M. F. unguent. Sig. Apply a small quan¬ 
tity to the haemorrhoid after each stool. 
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. Neuralgia. —Prof. Anders (Philadelphia) ob¬ 
tained a rapid cure in a case of sciatica by inject¬ 
ing guaiacol (2 drops in 10 of chloroform) in the 
neighbourhood of the. affected nerve. A similar 
excellent result followed three injections in a case 
of supraorbital neuralgia, and the author of the 
statement had also found the substance useful in 
gastralgia when given by the mouth according to 
the following :— 

ft Guaiacol ... . 5 gram. 

Glycerine... ... ... 5 „ 

Aq. Menth. pip. ... ... 100 ' 

*$cq. —A teaspoonful every four hours ti.l the 
pain is relieved.—( Wien. Med\ Pr.) 


Chronio Rheumatism. 

(The Times and 

Register) : 


R Aconiti Tinct. U.S.P. 

... riv 

Ext. Hamamelis Destillat Jiij 

Alcohol 

... Jij 

M. Ft. liniment. Sig. 

Apply and cover 

with flannel. • 

* 

R Ferri Phosphat. 

... gr.v 

Lithii. Brom. ... 

••• 5 v i 

Aquae Dest. 

... 3 iv 

M. Ft. mist. Sig. Teaspoonful two to three 

hours in water. 


R Acidi Salicylici 


Sodii Bicarbonat. 

... aasij 

M. Chart No. xii. Sig. 

One every two to 

three hours. 


Whooping Cough. {Bull. Gin. de Thir.) : 

ft Resorcin • 

Antipyrin 

aa gr.xv 

Acid Hydrochlor. 

.. iqx 

Syrup. 

•• *j 

Aquae. 

.. Jiiiss 

Or 


R Resorcin 

Antipyrin 

. aa gr.xv 

Syrup. 

• .8 ' 

Syrup Acaciae./. 

. Jiiiss 

M. F. mist. Three to five dessertspoonsful a 


day. 


Dr. Fedor Schmey asserts that he has obtained 
most brilliant results in Phthisis pulmonum from 
the use of Balsam of Peru, indeed, he goes so far 
as to claim a positive cure provided that the case 
has not gone so far as to preclude a fatal issue 
within two months from the commencement of the 
period of treatment. The drug is to be used both 
by the mouth in. capsules, and also by inhalation 
by means of a spray apparatus. Each capsule 
contains:— 


Bals. Peru 
Guaiacol ... 


•3 gram. 

•2 


and of these, the paitient takes during meals at 
first nine daily, the number at each meal being 
gradually increased until the total daily number 
reaches twenty. Altogether, the author of the 
statement says, at least 1066 will have to be taken. 
Meantime the treatment is assisted by inhalation in 
spray of— 

Bals. Peru ... ... 10 gram. 

Sper! Vin. rect ... ... 30 „ 

Aq. Dest. v .. ... 200 „ 

in the course of twenty-four hours. 

(Therap. Monais.) 

Ed. Note. —According to Landerer, there 
exists in Peruvian balsam a peculiar acid which is 
a specific antidote to tubercle. The above note 
seems to claim for the human body a great toler¬ 
ance for this acid, but in face of the fact that we 
possess practically no specific drug for tubercle, it 
seems not very unreasonable to publish such a 
simple treatment, that it may be tried. 

Lime for Diabetics. —Dr. Carl Grube draws 
attention to the beneficial effects of lime on patients 
suffering from diabetes. He was leid to try it 
owing to the fact that a diabetic (sent to him 
by Dr. Pavey) gained flesh whilst taking, on the 
advice of a labourer, some powdered egg-shells. 
The shells themselves provoked a severe attack of 
gastritis, and Dr. Grube therefore substituted for 
them a powder containing 93 per cent, carbonate 
of lime, and 7 per cent, phosphates of lime and 
magnesium. Under a daily quantity of about a 
drachm of this mixture the patient remained in an 
improved condition, notwithstanding a continued 
jhigh per centage of sugar in the urine. 

(Munch. Med. Week.) 
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